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SIR ROBERT PHILIP AND THE CONQUEST OF TUBERCULOSIS* 


CHRISTOPHER CLAYSON, M.D., 


F.R.C.P.Ed. 


Dumfries and Galloway Sanatorium, Lochmaben 


I am not here to honour Robert Philip, since that is for 
me impossible. His achievements for the benefit of his 
fellow men are set far above my power to add or 
detract. Indeed, if anyone is honoured here to-day it 
is I. I am honoured by the Royal Victoria Hospital 
Tuberculosis Trust, who have granted me the privilege 
of delivering this lecture as a memorial to their great 
founder; and I am honoured by the President and 
Council of the Royal College of Physicians of Edin- 
burgh, who have permitted me to present my tribute 
to Robert Philip in the College of which he was one 
of the famous presidents of the past. 

My task is threefold: firstly, | shall attempt to assess 
Philip’s contribution to the control of tuberculosis ; 
secondly, | propose to consider what still remains to 
be done before his dream of the eradication of tubercu- 
losis comes true ; and, thirdly, I intend to comment on 
the effects of recent trends on the co-ordinated tubercu- 
losis scheme he created. 


The Growth of the Edinburgh Scheme 

Philip’s greatest work was accomplished and his own 
greatness recognized long before I met him, and I have 
to go back in medical history to the year 1882 for the 
commencement of my appraisal. For it was in that 
year that Robert Koch discovered the tubercle bacillus 
and Robert Philip graduated in medicine. Doubtless 
the 36 people who were present when Koch delivered 
his famous paper on the aetiology of tuberculosis were 
greatly impressed with the clear, logical, scientific state- 
ment that they had heard. The famous postulates could 
not fail to excite the admiration of the trained observer : 
the identification of the bacillus in any type of tubercu- 
lous discharge ; the separation of the bacillus from other 
organisms ; the growth of the bacillus in culture ; the 
inoculation of the culture into animals producing 
tuberculous lesions; and the recovery of the bacillus 
from the lesions so produced. All this was surely proof 
enough of the infective nature of tuberculosis, but its 
general acceptance was slow. Four years later a new 
edition of the principal British textbook of medicine still 
spoke of the infectivity of tuberculosis as a matter of 
doubt—acute and chronic phthisis would be shown to 


be varieties of the same disease only “if Koch's dis- 
covery of the tubercle bacillus should be confirmed ~ 
(Fagge, 1886). 

. *The Royal Victoria Hospital Tuberculosis Trust Memorial 
Lecture delivered in the Royal College of Physicians, Edinburgh, 
on December 13, 1957, to mark the centenary of the birth of 
R. W. Philip. 


There was, however, one young man who immedi- 
ately saw the greatness of the issues very clearly—in a 
way not common among men less than a year qualified. 
Philip propounded to his teachers a new doctrine. Clini- 
cal examination and what then passed for treatment 
were not enough. All relevant information should be 
gathered in what he called a “directory of tubercu- 
losis.” An account of the patient’s environment must 
be recorded and, where possible, defects corrected. The 
patient should be taught, since he was the subject of an 
infective disease, how to prevent the infection spreading 
to others. All those in contact with the patient should 
be examined. Advice for the guidance not only of the 
sufferer but for the whole family should be issued. 
These new ideas did not commend themselves to his 
teachers, and he met much passive and even active 
opposition. All the more remarkable, therefore, that 
he succeeded, with the help of a voluntary committee 
of «management and of a few professiona! friends, in 
establishing the Victoria Dispensary in Edinburgh in 
1887, at a tim when he was not quite 30 years of age. 
When so young a man could do that, small wonder that 
much else t...1aes should follow. 

The rest of the story is well known: the building of 
the Royal Victoria Hospital and the opening of the first 
colony, both under the aegis of the voluntary committee 
which later became the Royal Victoria Hospital Tuber- 
culosis Trust. The City of Edinburgh made its contri- 
bution in the provision of beds at the City Hospital, 
and later in financial grants towards the work of the 
dispensary. By 1912 the Edinburgh Co-ordinated Anti- 
tuberculosis Scheme had become so well known that the 
Government set up a Departmental Committee to report 
on the general policy for the country as a whole. The 
result of their deliberations was the famous Astor 
Reports (1912-13). 

It was in these reports that the principles of policy 
were laid down, and it is to these reports, therefore, that 
we must now turn for the next step in our appraisal of 
Philip’s work. 

In general, the reports recommended the adoption of 
the Edinburgh model for the United Kingdom. They 
described in detail the two essential units of the scheme. 
The first unit consisted of the dispensary for case-finding 
and assessment, treatment and aftercare, prevention and 
education. The second unit provided institutional treat- 
ment and comprised the sanatorium for early cases 
whose working capacity was likely to be restored, the 
hospital for advanced cases, the open-air school, and 
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the working colony; and in all these places education 
in its widest sense was to be stressed. The adoption of 
the Edinburgh Co-ordinated Scheme almost in its 
entirety was a great triumph for a great man, and it 
is not surprising that soon after the publication of the 
Interim Report Philip received the honour of knight- 
hood. I suspect, however, that Philip was not com- 
pletely satisfied with everything in these reports. | 
think, for instance, that he was very concerned about 
the way in which treatment and prevention were separ- 
ated, and I am sure (recalling his lectures of later years 
zs I do) that he was responsible for the sentence, “ Effec- 
tive treatment leads to prevention and effective preven- 
tion leads to diminished need for treatment.” This is, 
if possible, even more true to-day than it was then, since 
modern chemotherapy is perhaps the most important 
preventive measure yet devised. Before the chemo- 
therapy era at least 65% of respiratory cases were dis- 
charged from institutional treatment still expectorating 
tubercle bacilli. To-day only 3 to 5% are so discharged. 
As a result the number of infective cases at home is 
steadily diminishing. In my own area of Dumfries and 
Galloway that figure is now as low as 1%, of the regis- 
ter, and a similar result is quoted from Edinburgh 
(Crofton, 1957). 

There is another point which I know troubled Philip. 
The Astor Reports, having divided the tuberculosis ser- 
vice of the country into the two separate units, led to 
the creation of the two distinct categories of tubercu- 
losis specialists—namely, the tuberculosis officer of the 
dispensary and the medical superintendent of the sana- 
torium. This division was certainly not in accordance 
with the Edinburgh model, where it was fundamental 
that the dispensary physician was also clinical chief of 
the associated institutions. Philip was absolutely cor- 
rect, since all workers should take part in both sides 
of the service, and one of the good things the National 
Health Service has done is that it has returned to the 
original conception of Philip and gone a long way to 
eliminate the artificial division created by the Astor 
Reports. 


Another matter in which the Astor Committee rather 
parted with Philip was in the siting of sanatoria. Philip 
always maintained that the sanatorium should be “ under 
the eye of the citizens.” The report agreed with this 
conception in principle, but stated it would increase the 
cost of the sanatorium site and that “a more isolated 
position is usually advisable.” How Philip must have 
detested this loophole, for thus it came about that 
sanatoria were commonly built in inaccessible places, 
creating endless administrative problems which beset us 
to this day, and which could all have been avoided if 
his guidance had been followed. 


A further point in Philip's scheme which was never 
universally adopted was the institutional separation of 
the early from the advanced cases. I myself was always 
most unhappy about this arrangement, and when I had a 
clinical charge of my own abolished it, since patients 
always knew the ominous distinction between being 
allotted a “ hospital” as distinct from a “ sanatorium ™ 
bed. But I can see the reasons for Philip's plan, and can 
see so clearly his mind at work. He always took what 
he called the broad view. Individuals meant less to him 
than the campaign, and if the separation of the advanced 
sufferers from the curable cases were to mean—as he 
believed—more efficient management of the greater 
number of patients, then that was how it had to be. 
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Happily the distinction has now almost vanished. 
Therapeutically there is no such thing as an advanced 
case of tuberculosis ; therefore the sanatorium and hos- 
pital are one, and all are called hospitals. In a way this 
is a pity. The word “ hospital” means a place for the 
care of the infirm. The word “sanatorium” means a 
place for the cure of disease. We are dropping the 
wrong word. 


Bovine Tuberculosis 


In the same year that saw the Interim Report of the 
Departmental Committee Sir John Fraser (then Mr. Fraser) 
published his famous work on the relative frequency of 
bovine and human tubercle bacilli in tuberculous disease of 
bones and joints in children, and Dr. Mitchell published 
parallel observations on tuberculous cervical glands. It is 
not surprising, therefore, that a large part of the Final 
Report (1913) dealt with. bovine tuberculosis, and that in the 
following year the Milk and Dairies Acts were passed. This 
legislation aimed at ensuring the purity of milk supplies, but 
on account of the first world war the operation of the Act 
was postponed in Scotland until 1925, though the prepara- 
tions for the grading of milk were made under an order of 
June, 1923. 

Philip did not wait for the legislation. He decided to 
demonstrate in advance to the public and to the farming 
community alike that tubercle-free milk of the highest grade 
of purity could be marketed, not as a subsidized project. 
but as a strictly run commercial proposition. In this he 
was, as ever, loyally supported by the Royal Victoria 
Hospital Tuberculosis Trust. The Gracemount Farm 
Scheme was begun, and in it Philip and the Trust were aided 
successively by the practical knowledge of Dr. J. C. 
Simpson and of Mr. John Johnstone. The plan was a great 
success, and there can be no doubt that much of the progress 
made since that time has been due to the bold experiment 
Philip began in 1922. At that time half the milk in the 
country came from cows which were infected with the 
tubercle bacillus. Now only 2% of-:the milk produced in 
registered dairy farms is not guaranteed to be tubercle-free. 


The Control of Tuberculosis 


When Philip began his scheme in 1887 the number of 
deaths from tuberculosis (all forms) in Scotland was 10,275. 
The corresponding figure for respiratory tuberculosis was 
7.418, and we may safely assume that a great many more 
were registered under some other diagnosis. In 1956 the 
figures were 801 for all forms and 715 for the respiratory 
forms of the disease, and I believe that very few additional 
deaths from tuberculosis are now certified as due to some 
other cause. This astonishing decline in the mortality from 
what was for long the most important cause of death is one. 
of the most remarkable chapters in the story of medical 
progress. 

Philip's aim was the control and eradication of tuber- 
culosis. He was so confident that the scheme he had 
evolved would, if vigorously pressed, help to achieve this 
result that in 1913 he stated that “in a reasonably progres- 
sive community the ‘passing of tuberculosis’ should 
practically be an accomplished fact in a generation and a 
half.” Calculated from 1913, a generation and a half brings 
us to the year 1958. Although he foresaw (Philip, 1913), 
chemotherapeutic developments in “ combinations which 
may prove efficacious,” two unexpected world wars and the 
cohort effects of the depression between have nevertheless 
made his prophecy somewhat over-optimistic. Despite this, 
the prediction of 45 years ago is so nearly true as to be yet 
another example of his remarkable prescience. 

When a result is expected, and follows accurately 
measures designed to bring it about, it is natural to suppose 
that the two things are cause and effect. I believe it is so 
in this instance. Philip naturally liked to stress the effect of 
the anti-tuberculosis campaign, but in his analysis of the 
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causes of the decline in mortality he was quite fair. 
Tuberculosis he regarded as a sensitive index of the public 
health, and therefore the decline was due to a variety of 
factors of general application. There was the slow but sure 
rise in the standard of living and in the standard of educa- 
tion of the country. There was health legislation starting 
from the Local Government Board in 1871, the Public 
Health Acts of 1875 and 1897, the National Health 
Insurance Acts in 1912, the establishment of the Ministry 
of Health and the Board of Health for Scotland in 1919. 
But in addition to all these general measures two special 
factors operated. One was the diminution, by the elimina- 
tion of susceptibles, of an epidemic of tuberculosis which 
had lasted 200 years or more. The other was the anti- 
tuberculosis campaign. The former factor was, in virtue of 
its mature, more effective in causing the decline of tuber- 
culosis mortality in the nineteenth century, and was in the 
twentieth century losing its effect. But nevertheless the 
decline actually accelerated in the twentieth century, and 
this might reasonably, therefore, be deemed to be due to the 
effect of co-ordinated effort in the fight against tuberculosis. 
So ran Philip's argument, which I believe to be correct. 
Statisticians, however, have their doubts about its validity, 
and some consider that it is only in the recent chemo- 
therapeutic era that a truly accelerating decline has taken 
place. 

Be that as it may, the annual number of deaths at the 
present time is trifling. The annual number of new cases is 
still formidable, but is largely due to improved diagnosis, as 
is shown by the increasing proportion of early cases among 
those notified. These trends, combined with effective treat- 
ment, have led to an enormous saving of life, and we are 
fully justified in concluding that tuberculosis is now under 
control. This tremendous achievement has been due in very 
large measure to the firm purpose and sure vision of Robert 
Philip. 


The Eradication of Tuberculosis 


Let us be under no illusion as to what follows. The 
control of tuberculosis and the eradication of tuberculosis 
are two very different things. We now have to choose 
whether to be content with present progress and hope for 
the best, or whether to call for the tremendous effort which 
will be required for the elimination of the disease. 

There can be only one inswer to this, and we who have 
inherited the problem must aim at eradicating tuberculosis 
as speedily as may be. Philip's principles will remain the 
basis of the future intensive campaign, though certain 
requirements have changed and new techniques developed. 

Four aims require to be restated and re-examined: (1) the 
prevention of infection in those not infected; (2) the 
prevention of the consequences of infection in those who are 
infected ; (3) the discovery of all unknown cases; and 
(4) effective treatment and aftercare. 


1. The Prevention of Infection 


Prevention depends on the removal of active sources of 
tubercle bacilli, whether they be human or bovine. I have 
already referred to the successful campaign against tuber- 
culosis in cattle and do not intend to discuss it further. 
There is still much to be said, however, concerning the 
elimination of human infection. 

In the first place, prevention depends both on early 
diagnosis and on effective treatment. These are considered 
below, but meantime let me say that diagnosis if it is to be 
early, and treatment if it is to be effective, require not only 
a good physician, be he specialist or practitioner, but a good 
tuberculosis health visitor as well. The health visitor 
occupies a key place in the service, and the value of her 
work ever since Philip appointed his first two visiting sisters 
in 1887 has been so great that a special tribute is needed 
here in acknowledgment. As the years have passed, the 


scope of the tuberculosis health visitor’s work has increased. 
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For example, she now has to deal with domiciliary chemo- 
therapy, and especially with the chronic active case whose 
bacilli are resistant to all drugs, and she also has important 
duties in connexion with vaccination by B.C.G. 


B.C.G. Vaccination 


Calmette was, of course, very anxious to have Philip's 
support for the B.C.G. campaign and to extend it to this 
country in the nineteen-thirties. But Philip (1931) was 
extremely cautious as regards both the duration of protection 
and the possibility of risk—‘ Unfortunately by reason of 
the conditions of the [French] experiment we must remain 
in the dark for a considerable time yet.” This darkness, 
however, has been resolved, and we now know that B.C.G. 
is virtually harmless and gives a high degree of protection 
for a period variously estimated at from five to ten years. 
The rationale for its continued use in this country may be 
stated as follows. 

Our racial resistance has been slowly built up over two 
hundred years or more. It seems, however, that in the 
absence of natural tuberculous infection such resistance can 
be lost much more rapidly than it was gained (Heaf, 1956). 
Thus a few infective individuals could do great damage in 
a susceptible community. To minimize the consequences of 
this decline in resistance the widespread use of B.C.G. vac- 
cination is indicated, and should continue until the oppor- 
tunities for natural infection are so low that protective 
immunization is not worth while. Until that time comes, 
the groups more especially requiring protection are the 
tuberculin-negative adolescents, to whom medical officers 
of health offer vaccination before leaving school, and the 
tuberculin-negative contacts of active cases. These contacts 
should include doctors, nurses, and medical students. 

How long should we go on with the policy of protective 
immunization ? For the protection of contacts, vaccination 
is clearly needed so long as cases of active tuberculosis can 
be discovered, but for the mass vaccination of adolescents 
the answer is not so obvious. 

We do not know as much as we would like to know about 
the level of tuberculous infection at different ages. Most 
of the available information in Scotland relates to the year 
1954. Murray, Petrie, and Williamson (1955) tested 93.5% 
of the Musselburgh schoolchildren and found that 47%, of 
those aged 13-14 years reacted to tuberculin. The corre- 
sponding figure for the whole of Scotland based on 
pre-B.C.G. testing in 1954 was 46% (Macgregor, 1957). This 
figure may well be only approximate, since it is based on 
tuberculin-testing a smaller percentage than Murray and his 
colleagues achieved of the total children in their last year at 
school. Again, various methods of testing, and, of course, 
many different observers, were involved, but the estimated 
figures for Scotland and the accurate figures for Musselburgh 
correspond so closely that they probably afford a reliable 
guide to the level of tuberculous infection at that time. 

At the age of 18 information is very difficult to obtain, 
but N. W. Horne (1957, personal communication) found 
that 57%, of nurses (not including those already vaccinated 
by B.C.G.) reacted to tuberculin. By the age of 24, 75°, of 
the population reacted to tuberculin. The last figure is 
based on reports by Verney (1955), Giannini and Sloan 
(1957), and Imrie and Gemmill (1956). 

Now we know that the number of children aged 14 in 
1954 was 75,000 (Registrar-General). According to the 
information quoted above, 40,000 of those children did not 
react to tuberculin, but within the next 10 years, if the 
present rate of infection be maintained, 21,000 more will 
have converted. The number of persons subsequently 
developing tuberculous disease may be calculated in two 
ways: either as a percentage incidence (4%) of the number 
of converters, or as a morbidity rate for non-reactors 
(1.94 per 1,000 per annum). In either case it seems that of 
the non-reactors leaving school in 1954, about 800 would 
develop clinical tuberculosis within, say, 10 years or so, 
unless protected by B.C.G. 
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In order to prevent these cases—-or most of them, since 
even vaccinated subjects (0.34 per 1,000 per annum) develop 
tuberculosis—40,000 children would have had to be 
immunized, or SO persons vaccinated for each case 
prevented. This is a perfectly reasonable demand on the 
public health services. 

But the situation is changing rapidly year by year. The 
most detailed figures illustrative of this trend are those of 
Jarman (1955) in South Wales. Successive surveys in 1950-1 
and 1953 demonstrated that the standardized percentage of 
positive reactors fell from 24.6 to 18.4, whilst the percentage 
of reversions increased by 13.4. These figures compared 
very favourably with a similar area (20.2, 18.2, and 2.2 
respectively) where the same standard of intensive case- 
finding had not previously been carried out. It seems clear 
that in the short space of two to three years the chance of 
exposure to infection had decreased significantly as a result 
of intensive case-finding measures. 

The latest figures (1956) for Scotland (Macgregor, 1957) 
show that only 20%. of school-leavers now react to tuber- 
culin, and in some rural areas—as, for instance, Dumfries 
and Galloway (S. K. Drainer, J. B. Shiel, and H. B. Brown, 
personal communication, 1957}—the figure is only 12%. 
At the present rate of progress we may quite soon reach the 
stage at which only 5%, of school-leavers will react to 
tuberculin and only 10°, of the population will react at the 
age of 24. Under these circumstances we would require (on 
the present population basis) to vaccinate over 72,000 school- 
leavers each year to prevent approximately 150 cases of 
tuberculosis, or 480 cases vaccinated for each case prevented, 
At that stage, having regard to the efficiency of modern 
methods of treatment, prevention by B.C.G. would become 
unnecessary. It may well be the treatment of the tuberculin 
reactor rather than the vaccination of the non-reactor that 
will become the important part of our programme. In other 
words, we must increasingly direct our energies towards 
preventing the consequences of infection—namely, the 
development of tuberculosis in later years. 


2. Prevention of the Consequences of Infection 


Despite the fact that B.C.G.-vaccinated school-leavers 
develop tuberculosis at the rate of 0.34 per 1,000 per annum, 
we press for vaccination, since without it tuberculosis would 
arise for a number of years at the rate of 1.94 per 1,000 
per annum (M.R.C., 1956). It is a peculiar thing. therefore, 
that as yet we make no comparable effort on behalf of the 
school-leavers with the very strongly positive tuberculin 
reaction, for whom the corresponding morbidity figure is 
2.93 per 1,000 (M.R.C., 1956). This seems to be illogical. 
If it is correct to prevent tuberculous infection in order to 
prevent tuberculous disease, surely it is also correct to treat 
tuberculous infection in order to prevent tuberculous 
disease. 

The treatment of tuberculous infection is not new. Philip 
(1925) began it over 30 years ago. When the tuberculin- 
positive child showed signs of vague ill-health, or when the 
strongly positive reactor showed none, treatment was begun. 
Possibly two things were wrong with Philip's method. The 
first was that no genuine chemotherapy was available—only 
tuberculin ; the second, that he called his procedure, perhaps 


a little pretentiously. “ anticipatory detuberculization.” This ~ 


altiloquence aroused more criticism than most of his work, 
and the method was soon forgotten by all except a few of 
his pupils. 

Philip always maintained that the pattern of mortality 
from tuberculosis in later life was set by the prevalence of 
infection in childhood, though he never adduced statistical 
proof of this statement. Proof came many years later 
through the cohort method of epidemiological study by 
Frost (1939) and Springett (1952). Brooks (1957) therefore 
concluded that under these circumstances it would be almost 
negligent not to treat tuberculous infection in early life. 
Such treatment is now being given. Heaf (1956) uses a 
combination of isoniazid and p-aminosalicylic acid. Waring 
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(1954) uses isoniazid alone. What the best procedure will 
prove to be, and what results will be achieved, must await 
the publication of controlled trials. Meantime Mitchison 
(1957) suggests that three groups of persons are suitable for 
prophylactic treatment. These briefly are: (a) individuals 
with increased exposure to tuberculosis, especially if tran- 
sient : (/) recent converters ; and (c) any tuberculin reactors 
in countries in which the incidence of infection has been 
reduced to a very low level. The last of these, Mitchison 
considers, offers the best chance for the final elimination of 
tuberculosis. 

So it seems that Philip was right after all. How delighted 
he would have been to see his ideas vindicated. But I 
suspect that his pleasure in the rediscovery of his method 
would be somewhat diminished by the dropping of his 
elegant term “anticipatory detuberculization in favour 
of the more prosaic “ chemoprophylaxis.” 


3. The Detection of all Undiscovered Cases 


Philip’s teaching was that “we cannot wait for patients 
to present themselves at out-patient departments. We must 
search them out in their hiding-places “ (Philip, 1909). This 
became the principal burden of dispensary practice, and 
especially of contact examination. 

Two special methods of case-finding have, however, been 
developed. For one of these Philip was largely responsible, 
and in the other he was not. 


The Tuberculin Test as a Case-finding Measure 


Philip recommended regular tuberculin tests from intancy 
onwards. The child reactor became not only himself the 
subject of clinical interest but also the index case in the 
search for tuberculosis among family contacts. Once again 
Philip was ahead of his time. That particular method of 
case-finding could hardly be said to be of practical service 
in a country where 80%, of the children aged 15 showed a 
positive tuberculin test. The method was more appropr.ate 
where there was a lower level of infection. The first major 
demonstration of this procedure was carried out in Cyprus. 
It was inspired by Philip and sponsored by the National 
Association for the Prevention of Tuberculosis, of which 
Philip was a founder member and for so many years Chair- 
man of Council. The field work was undertaken by the late 
Noel Bardswell (1937, 1938-9), who based his search for 
tuberculosis in adults on tuberculin-testing the school 
population. 

The level of infection in this country is now low enough 
to permit the methoc to be used effectively in school en- 
trants, of whom only 1%, (Doig, 1957) to 9.8% (Minto, 1957) 
are infected. MacDougall, Mikhail, and Tattersall (1953), 
for instance, were able to trace the source of infection in 
school entrants to a hitherto unknown case of pulmonary 
tuberculosis once for every 250 tuberculin tests performed. 
There is no doubt that we shall see much success from this 
type of case-finding provided home-visiting of contacts is 
carried out intensively enough. 


Mass Radiography 

Mass radiography has, of course, developed since Philip's 
day, though as one who pressed strongly for pre-employment 
examination for those entering industry (Philip, 1927) he 
doubtless would have welcomed such an important tech- 
nical development. Mass radiography is the principal 
means of detecting cases of pulmonary tuberculosis among 
the apparently healthy. During the first eleven years of the 
service (1944-55) over two million examinations were car- 
ried out in Scotland and over 10,000 active cases discovered 

a rate of 5 per 1,000. This is a very important contribu- 
tion to the work of the chest service, not only from the 
point of view of early diagnosis but also of efficient therapy 
and prevention, 

But it is not. enough. Macgregor (1957) has pointed out 
that, of all the new cases of respiratory tuberculosis notified 
in 1954, only 13°, were discovered by mass radiography. 
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The percentage for 1955 was 15. Most of these are probably 
discovered in the pre-symptomatic phase, but, even if we 
allow for the fact that some of the contact group are also 
diagnesed while apparently healthy, it seems unlikely that in 
Scotland as a whole as many as one-fifth of all new cases are 
discovered before symptoms have begun. 


We do not know the number of undiscovered infective 
cases in Scotland. It must still be large, since over 6,000 
new cases of tuberculosis have been notified annually of 
recent years. Various attempts have been made to determire 
the size of the “ infective pool.” The nearest approach to 
x-raying the whole of a defined population was achieved in 
Annandale, Dumfriesshire, where Cochran, Clayson, and 
Fletcher (1957) x-rayed 95.1% of 8,650 persons. In all, four 
surveys have x-rayed 90°, or more of the populations con- 
cerned. Two of these were carried out in South Wales 
(Cochrane et al., 1952, 1956) and two in Dumfriesshire. 
These investigations surveyed a total population of about 
35,000. The combined results showed that for the industrial- 
ized areas the level of previously unknown infective tuber- 
culosis was 2.2 per 1.000, and for rural areas 0.8 per 1,000. 
If we apply these rates to Scotland we may suggest that the 
“pool of infection ” consists of about 6,000 persons. 

This may well prove to be an underestimate when the full 
details of the recent Glasgow survey are available. We 
already know, however, the figures for clinically significant 
tuberculosis. In the Glasgow survey there were 9.5 per 
1,000 and in the two Dumfriesshire surveys 2.7 per 1,000. 
If these figures are confirmed, I suggest that there are 23,000 
unknown cases of clinically significant tuberculosis in the 
adult population of Scotland, and therefore 8,000 may well 
be infective. 

Whether mass radiography, as at present practised, can 
discover these cases within any reasonable period of time is 
extremely doubtful. The available facilities are insufficient 
even for the large centres, so that the small burghs and 
landward areas (comprising nearly half the population) are 
virtually unexplored. Even in those places where mass 
radiography is in routine operation the problem is how to 
secure the attendance of that section of the people which 
has not hitherto volunteered. 


There would appear to be three methods by which the 
service could be broadened and made more effective. These 
are: (a) the large industrial survey ; (b) the small community 
survey ; (c) group radiography. 

The Large Industrial Survey.—This is the intensive type 
of campaign recently carried out with such great success in 
Glasgow. It was a superb effort of propaganda and organ- 
ization, with mobilization of reinforcements for the city’s 
chest service from othe> areas. The detailed results will 
be awaited with lively in.cerest. Preliminary results indicate 
that 76°, of the population of the city were x-rayed, a truly 
remarkable achievement. Clearly, however, the resources 
of Scotland are inadequate for this type of campaign to be 
more than a special occasion, for which quite exceptional 
arrangements were made to deal with an exceptional 
problem. 

The Small Community Survey.—This is necessarily a more 
prolonged type of survey, which up to the present time has 
proved itself especially suited to securing a very high re- 
sponse in populations of up to 20,000 people. The suc- 
cessful surveys in Annandale (95.1%) and the Vale of 
Glamorgan (94.6°,) have been commented on already. They 
were based on census-taking and conscientious home-visiting. 
The second survey by Cochran, Clayson, and Fletcher (the 
results of which are at present being analysed) showed that 
in the part of the town where a census and home-visiting 
were completed a 92.5% response was obtained, but in that 
part where no home-visiting was done and only the usual 
propaganda methods were relied on the response was 70% 
(figures provisional). It is, in my opinion, this painstaking 
small survey carried out as part of the chest service and 
extended area by area with careful home-visiting which 
offers the best prospect for the future. 
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Group Radiography.—This implies an admission that the 
mass radiography service is unable to x-ray a sufficient per- 
centage of the population—or, alternatively, that financial 
resources are insufficient for it to do so—and should in- 
creasingly be used to examine those groups in which a high 
incidence of disease is expected or in which an isolated 
sputum-positive case could do considerable damage. This 
possibility is one requiring thorough investigation. 


4. Efficient Treatment and Aftercare 


To-day treatment is more effective than it has ever been, 
and conversion of sputum from positive to negative can 
almost always be assured. There are very few cases indeed, 
however advanced, that will not convert with six or nine 
months’ chemotherapy. Provided, further, that treatment 
is conscientiously maintained for two to three years, even the 
most serious case may well become arrested. So far as the 
less serious cases are concerned, the controlled trial co- 
ordinated by Kay (1957) on behalf of the Research Com- 
mittee of the Tuberculosis Society of Scotland showed that 
such patients need not cease work provided efficient chemo- 
therapy can be maintained. For patients requiring rest in 
bed a controlled trial has recently been reported from Glas- 
gow by Kennedy (1957). Results after six months indicated 
that, except for adolescents, such patients improved clinic- 
ally and radiologically as much at home as in hospital 
provided all received efficient chemotherapy. Certain wider 
aspects of care work and prevention were, however, more 
difficult at home. This was not surprising, but the trends 
illustrated in these reports are indicative of the highly 
efficient standard of modern chemotherapy. Follow-up 
results will be awaited with great interest in order to assess 
the frequency of relapse in evaluating domiciliary treatment 
as contrasted with hospital treatment. 

Relapse is, however, a diminishing problem. In the pre- 
chemotherapeutic era 27% of admissions to Dumfries and 
Galloway Sanatorium were on account of relapse. Last 
vear this figure was 15%. These cases, however, were late 
relapses from the days when no chemotherapy was available 
or was given in a way we would now only regard as bad 
or suspect. In no case was relapse noted in which previous 
treatment had been regarded as correct. Nevertheless, tuber- 
culosis has long been considered to be a chronic relapsing 
disease, and we still do not know how permanent chemo- 
therapeutic cure may be. Consequently aftercare and super- 
vision are increasing in importance. 

An unsolved problem concerns the emergence of drug- 
resistant organisms, In my own area pre-treatment sputum 
testing has been carried out for the last three years and no 
patient with primarily resistant organisms has yet been 
found. But Fox and his colleagues (1957), in a nation-wide 
survey, estimated that 1 in 20 of the newly discovered cases 
of tuberculosis shows some degree of bacterial resistance. 
The problem has arisen, in part, from our own ignorance of 
chemotherapeutic methods some years back, and in part 
from lack of co-operation by patients. In Britain these 
drawbacks are now diminishing, but where tuberculosis is a 
much more serious problem, as in the underdeveloped coun- 
tries, the almost inevitable emergence of resistant tubercle 
bacilli on a wide scale will be a serious menace. In this 
country, however, very few newly resistant strains should 
now emerge through defective treatment, and, indeed, there 
would be little excuse for this occurring. 

In surveying these trends in prevention, ascertainment, and 
treatment, I think we may conclude that so far as treatment 
is concerned the prospects for eradicating tuberculosis are 
good, but in relation to finding the unknown case, on 
which depends successful prevention, we have still a long 
way to go. 


Future Developments in the Tuberculosis 
Service 


Finally, we must consider what the implications are of 
recent trends on the future of the service which Philip built 
up. The impact of these developments will be considerable. 


1508 Dec. 28, 1957 


Institutional Treatment 


I recalled to your memory earlier in this lecture Philip's 
prophecy in 1913 regarding the passing of tuberculosis in a 
generation and a half. In 1927 in his Presidential Address 
to the British Medical Association in Edinburgh he repeated 
this prediction by saying that when the next meeting was 
held in Edinburgh (the date of which is now known to be 
1959) tuberculosis would be largely a memory of the past. 
He elaborated this forecast and said that “in proportion 
as it is recognized that tuberculosis may be prevented or, at 
least, that the worser consequence of infection may be anti- 
cipated and averted, the scheme of remedial institutions 
which are immediately necessary because of the ignorance 
and neglect of the past will undergo progressive modification 
and curtailment.” We are now witnessing the fulfilment of 
Philip’s prediction exactly as he foretold. 

There is, in my opinion, no real substitute for learning 
in the sanatorium “ the physiological principles which make 
for health,” but increasingly early diagnosis combined with 
modern chemotherapy has meant—as we have seen—that 
some patients do not require sanatorium treatment. A 
recent report on the Future Service for Tuberculosis and 
Diseases of the Chest in Scotland (1957) suggests that 25% 
of new cases are suitable for treatment at home. The report 
further indicates that by 1960 less than half the institutional 
beds in use in 1955 will be needed. 


Dispensary or Chest Clinic 

The diminishing trend in institutional work is not reflected 
in out-patient work, which is, on the contrary, increasing 
steadily. The available returns show that in the five years 
1951-6 an increase of almost 30% in clinic attendances was 
registered. This has partly been due to the same factors 
which led to a diminished demand for in-patient treatment. 
In addition, chest clinics in collaboration with local health 
authorities are enlarging the scope and frequency of contact 
examinations. Any or all of the methods in which we con- 
sidered that mass radiography might develop would throw an 
enormous amount of extra work on the clinics, which would 
increase still further if we look forward to the planned 
development of prophylactic chemotherapy. Lastly, but of 
more immediate consequence, there is a mounting awareness 
on the part of general practitioners of the possible signifi- 
cance of unexplained chest symptoms. For all these reasons 
the chest clinic is increasing in importance, and this trend 
will continue. 


“The Chest Service ” 


It is significant that in recent years the word “ dispensary 
has been by common consent dropped, since it no longer 
indicates the functions of that institution, and has been re- 
placed by the term “ chest clinic.” This change implies the 
recognition of the fact that the scope of the clinic is 
broadening, Whilst all forms of tuberculosis continue to 
be referred there, the clinic now is a special department to 
which practitioners are referring patients with all manner 
of respiratory disorders for investigation. Patients are no 
longer sent “to exclude tuberculosis” but for the diagnosis 
of any condition affecting the respiratory system. 

The same tendency is observable in sanatoria. For 
years a proportion of non-tuberculous cases have been 
treated in sanatoria, but usually the shortage of beds pre- 
vented this type of work on any appreciable scale. Now 
that beds are freely available, however, practitioners are 
sending increasing numbers of patients suffering from 
many respiratory complaints—usually, however, the more 
chronic types—to sanatoria, in some of which special non- 
tuberculous chest units have been opened. 

So we find that the scheme built up so many years ago 
by Sir Robert Philip is expanding its functions in a manner 
which would, I think, have pleased him. Indeed, he him- 
self foresaw just such a development (Philip, 1918), and the 
provisional order relating to the chair of tuberculosis made 
it possible, when desirable, to include allied diseases within 
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the scope of the department. What was provided for in 
the academic sphere may well be fostered also in clinical 
practice. Indeed, the machinery of ihe chest hospital and 
chest clinic, springing as it does from the old tuberculosis 
service based on Philip's “ physiological principles,” is 
especially suited to the treatment of many respiratory dis- 
orders, So long as we maintain that old tradition, coupled 
with modern developments, we have all the necessary equip- 
ment for a broad and effective chest service, and it is to 
this amalgamation of tuberculosis and allied diseases that 
we must now address ourselves. Perhaps this development 
will be a step towards the reintegration of tuberculosis with 
general medicine, whence it came when Philip started his 
co-ordinated anti-tuberculosis scheme in the year of Queen 
Victoria's Jubilee. 
Conclusion 

What began as a tribute to Sir Robert Philip has devel- 
oped into a commentary on the problems of to-day and to- 
morrow. Again and again I have stressed how clearly 
Philip foresaw the problems not only of his time but of 
ours. That his endeavours have borne fruit so abundantly 
in many lands has been due to two great gifts, which have 
been called in another connexion “ high heart” and “ sure 
vision.” These are qualities which all may properly envy 
but few may ever achieve. It is enough for me to have 
worked with one who had them in full measure. 

When the high heart we magnify, 
And the sure vision celebrate, 
And worship greatness passing by, 
Ourselves are great. 
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Research, 304 


The only new project noted in the 1956 annual report of 
the National Coal Board’s medical service is a survey of 
the bacterial content of the air in mines. Earlier pilot 
Studies have revealed unexpectedly high bacterial counts at 
the coal face, and the intention is to discover what bearing 
these may have on the causation of complicated pneumo- 
coniosis and chronic bronchitis in miners. Research on 
cancer in coke-oven workers was discontinued in 1955, “as 
it had produced sufficiently reassuring and conclusive 
results.” The report is issued from the National Coal Board, 
Hobart House, Grosvenor Place, London, S.W.1. 
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Shaw er al. (1954) and Shulman et al. (1955) have shown 
that bemegride (8-ethyl-8-methylglutarimide) is a valu- 
able and effective barbiturate antagonist. Since then 
many reports have been published on the treatment of 
barbiturate poisoning by the use of bemegride, some- 
times in combination with amiphenazole (2 : 4-diamino- 
5-phenylthiazole hydrochloride). Altogether the reports 
of the treatment of more than 200 cases of barbiturate 
poisoning (Canbiich, 1955; Holten, 1955; von Planta 
and Klingler, 1956) have been communicated to us or 
published. 

Perinpanayagam et al. (19ssf reported the case of a 
child aged 15 months who was successfully treated with 
bemegride after taking 21 gr. (1.5 g.) of barbiturate, con- 
sisting of seven 3-gr. (0.2-g.) capsules of “tuinal ” 
(quinalbarbitone sodium and amylobarbitone sodium). 
Clemmesen (1956) published his results on the treatment 
of over 70 cases of barbiturate poisoning, and this is 
the most extensive series treated with bemegride so far 
reported. Two cases of barbiturate poisoning were 
recently reported (private communication) in which 
bemegride treatment led to a successful outcome after 
the ingestion of doses of barbiturate within the fatal 
range. One had taken 16 g. of phenobarbitone and the 
other 23 g. of barbitone. 

As a result of further work and the study of the 
results in the literature, bemegride alone is now used in 
the treatment of barbiturate poisoning. The use of 
amiphenazole is unnecessary, unless there is severe 
respiratory depression which is not amenable to beme- 
gride. The results recorded Selow give further evidence 
that amiphenazole (orally) has little antidotal effect on 
barbiturate overdosage. 

Animal experiments would suggest that parenterally 
administered bemegride was a convulsant drug; this, 
however, is not the case in humans, as has been shown 
by Harris (1955), using doses of up to 50 mg. intra- 
venously. Coirault et al. (1956) and Delay er al. (1956) 
have shown that bemegride could be administered safely 
without the prior administration of barbiturate. These 
workers were primarily interested in the use of beme- 
gride as a provocative test for epilepsy (Drossopoulo et 
al., 1956). In summary, it has been shown that beme- 
gride evokes changes in the E.E.G. in all subjects, normal 
or abnormal, as follows: (1) progressive modification in 
the form of slow bilateral synchronous activity ; and 
(2) paroxysmal modifications in the form of bisyn- 
chronous multiple spikes and waves, either spontaneously 
or provoked by flicker and apt to end in the develop- 
ment of a generalized epileptic discharge. 

However, in subjects with cerebral disorder it causes 
the appearance of changes which are never seen in 
normal subjects: (1) bisynchronous discharges of 
rhythmic 3 c./sec. spikes and waves, and (2) focal dis- 
charges of spikes. slow waves, or spikes and waves. 


Sporadic discharges unaccompanied by clinical symp- 
toms (interseizure discharges) or rhythmic discharges 
accompanied by partial epileptic seizures (seizure dis- 
charges) have been observed. Further details of the 
pharmacology of bemegride are given by Delay et al. 
(1956). Koppanyi and Fazekas (1953) and Fazekas ef al. 
(1956) have endeavoured to prepare a mixture of the 
various barbiturates and leptazol, whereby the effect of 
the accidental or intentional administration of large 
doses of barbiturate would be nullified and consequently 
poisoning would be prevented. They carried out trials 
on human volunteers, giving the barbiturate orally 
together with three times the amount of leptazol. Pento- 
barbitone sodium was given orally to 10 volunteers in 
doses ranging from 1.3 to 2 g. together with three times 
this amount of leptazol. All the subjects exhibited some 
signs of mild acute barbiturate intoxication, strongly 
resembling those of acute alcoholism. They either 
remained awake till their usual bedtime or were easily 
aroused if they fell asleep. They all showed ataxic gait 
and station ; nystagmus, both horizontal and vertical ; 
and difficulty in accommodation. Evidence of central 
nervous stimulation was observed in most of the sub- 
jects. Frank convulsions were not seen, but in four 
subjects involuntary clonic jerks and infrequent torsion 
spasms were observed. Also 7 out of 10 showed nausea, 
retching, and vomiting within one to four hours after 
ingestion. 

This procedure was repeated on six volunteers using 
both secobarbitone and phenobarbitone. The results 
with both these barbiturates were much the same as 
recorded above with pentobarbitone except that one of 
the subjects receiving secobarbitone exhibited olfactory 
hallucinations. It was suggestive also from these results 
that, in humans, leptazol is more completely antagonistic 
to the central depressant effects of phenobarbitone. 

Finally, it was found that leptazol stimulates the 
vomiting centre when administered in the doses used, 
even in the presence of large doses of barbiturate. 


Present Investigation 


In view of the above work we decided to determine the 
effects of oral bemegride on barbiturate overdosage in man. 
The possibility of a safe trial and a successful outcome was 
enhanced by the knowledge that Trautner e7 al. had success- 
fully combined large doses of barbiturate and bemegride 
for the purpose of producing a continuous narcosis in 
psychiatric patients (see paper by Trautner er al. (1957) at 
page 1514). They report on the use of amylobarbitone together 
with a fixed proportion of 12% bemegride. The dose of 
barbiturate was given in the morning and progressively 
increased from 250 mg. up to a dose of 1,750 mg. Normal 
sleep resulted from the ingestion of the lower dose levels, 
but the resultant duration and depth of sleep progressively 
decreased or was completely absent on reaching the higher 
dosages. In each case the patients slept well during the 
night and with the higher dosages were mildly sedated 
during the following day. No untoward after-effects were 
observed in any of these cases. 

The barbiturates studied in the present work were pheno- 
barbitone and pentobarbitone, as representatives of the 
short- and long-acting groups respectively. The possible 
dangers inherent in this type of experiment were obviated 
by gradually increasing the dose of barbiturate in each 
patient. Furthermore, it was known from the work of 
Fazekas et al. (1956) that 2 g. of pentobarbitone could be 
successfully antagonized by leptazol, a much weaker antagon- 
ist than bemegride. Also from the literature it was known 
that about 1 g. of pentobarbitone would render a subject 
comatose with severe central nervous depression, whilst a 
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: cates thi could at times 
similar state would be produced by doses of phenobarbitone Sleep: indicates that the patient was asleep but cou ; 
— : respond to the spoken voice, and at all times to tactile and pain- 


ng f ; 48 g.. wi esulting from doses 
cangng from 1.5 to 45 g., wilh Cont resulting ful stimuli. All reflexes were normally present. 


ranging from 4.8 to 5.2 g. 
—_ . Narcotized: indicates a state in which the tendon and/or 
cutaneous reflexes were present but there was no response to the 

Method spoken voice, and no oral response to painful stimuli, the sub- 


The subjects used in this investigation were all psychiatric ect, however, still responding to this latter stimulus by with- 
= drawal response. 


patients. The procedure adopted was to place the patient : ae : 
, P afte nalré Coma: indicates loss of response on strong supraorbital pres- 

sure with loss of reflexes, and unresponsiveness to any stimuli. 
pressure, pulse rate, temperature, and respirations were The commencing dose of barbiturate was a therapeutic 
recorded, The patients were then given the appropriate one namely, 250 mg. of phenobarbitone and 100 mg. of 
mixture of barbiturate and bemegride in the form of a pentobarbitone—and the dose of barbiturate was then 
tablet. At half-hourly intervals the level of consciousness gradually increased by steps of about 25% with bemegride 
of the patients was noted, together with a record of the in the proportion of 10 to 25.6%. The interval between 
blood pressure, pulse rate, temperature, and respirations. the administration of doses was three days in the lower 
The degree of depression of the central nervous system was dose range and one week at the higher levels. It is unlikely 
assessed as: that with this procedure any degree of tolerance to the 
Awake: when the patient was fully conscious and alert with barbiturates would develop within the duration of the 
clear orientation experiment. The lack of the development of tolerance was 
Drowsy: indicates that the patient was lightly and fitfully further shown by first increasing the dose gradually to the 
maximum figure recorded and then reducing it again over 


asleep but could at all times respond to the spoken voice. The 7 - 
patient may exhibit ataxic gait or station, slightly dysarthric the same dose range. Identical effects were obtained at the 
speech. same dose level on both occasions (see Tables I and ID). 
Taste I.—£ffect of Oral Administration of Pentobarbitone Sodium and Bemegride With or Without Amiphenazole in 
Psychiatric Patients 
Total Dose Hours After Ingestion 
No Bemegride azole | Ingestion Comments 
I 500 me 17% ™ Awake Sleep Sleep. Awakened and | Drowsy Awake and out of bed in 
3 | ate full dinner, and 7 hours 
| returned to sleep | 
750,, | | Drowsy, Narcotized. Too sleepy Awake and out of bed in 
| | to eat dinner 9 hours. Had full even- 
| | | ing meal and slept well 
| throughout night 
| 1,000 ., 17% ™% a |. Narcotized Narcotized | Deep sleep As above 
| 1,230... im % | Awake | Awake. Given Drowsy. Had dinner | Drowsy, then As above Drowsy on 
| 100 mg. tabs and very drowsy sleeping | following day, but able 
| | | Sa | soundly to get up to go to work 
| otal 15% 
1,250 ,, 17% ™% - | Drowsy Given Sleep. Awakened and | Sleeping Awake and out of bed in 
| | | 100 mg. tabs. | ate dinner | | 7 hours, when vomited 
| bemegride | | | 
| | | Total 25% | 
1,250 ,, on «CT 0 Drowsy! Sleep | Narcotized. Unable to | - Awake and out of bed in 
waken for dinner 9 hours 
1,250 ,, 0 | 18% } ma ee Narcotized. Did not Sleepy | Awake and able to answer 
| | | eat full lunch | | to vocal stimuli in 
| | 13 hours 
1,500 ,, 24% ™ B.P. 115,75 - oe Sleeping. B.P. | Awake and out of bed in 
| PR. 64. | | 11070.P.R.! 7 hours. Ate full meal 
| | | 68. R.R. 18 
; | 0 | | Narcotized. Unable to | Sleep Awake and out of bed in 
} | | | eat meal 7 hours. Shows absence 
| of tolerance 
4 72, | © 0 | Deep | Narcotized | Narcotized i Awake in 8 hours, and 
| sleep slept well throughout 
1,250 ,, 1% | 0 Awake Drowsy. Given | Sleep  e Awake in 6 hours 
| 100 mg. beme- 
i | gride. Total 18%, 
1300,, | 1% | % Sleep | Sleep w wS 
$ $00 ., 17% ™% j | Awake Drowsy Deeply asleep o | Awake in 64 hours, and 
' | able to get up and get 
4 | | | dressed 
500 ,, 0 0 | Sleep Narcotized Asleep Awake in 8 hours. Had a 
ee } light tea and then fell 
asleep again Drowsy 
| | Mext morning 
10 | 666,, 14 | “% | Drowsy| ‘é | Sleep | Drowsy Awake in 5 hours. Able 
to get dressed and out 
of bed 
H | 2,000 ,, 4% | 6% B.P. 125/85. ~ Narcotized. B.P. | Deep sleep | Drowsy. Had | Awake in 8 bours. Had 
PR. 84, 115/82. P.R. 86. | light lunch | full evening meal 
R.R. 20 | R.R. 20 and drowsed 
. 666 ., 0 | 0 - Narcotized Sleep Drowsy. Ate | Drowsy, and remained in 
: | | light lunch bed all day. Shows 
| absence of tolerance 
4 i 2,000,, | 14% 6% Awake | Sleep Sleep Narcotized Awake in 8 hours, ate light 
12 | meal, then very drowsy 
| | | and had to remain in 
| Drowsy next 
| and off till lunch ti 
2,333 .. 14% B.P. 13085. | Drowsy | Narcotized Drowsy Awake in 54 
P.R. 86. ate light meal. Able to 
: R.R. 20 | get up out of bed and 
| | steady on fest. Slightly 
| | drowsy next morning 
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Taste Il.—Effect of Oral Administration of Phenobarbitone Sodium and Bemegride With or Without Amiphenazole in 
Psychiatric Patients ' 


Total Dose . Hours After Ingestion 
Pheno- | Bemegride Amiphen- Before ——- Com 
barbitone azole Ingestion 2 4 
1 1,000 mg. 17% ™ | | ‘Drowsy Sleep Sleep | Sleep Awake in 8 hours. Ate full 
| | meal > — able to get 
out o 
3 1 2008.. | 286% 10°% | Awake | Awake | Drowsy. Unsteady | Drowsy “After 4 hours went to sleep 
4 gait for 2 hours. Then woke 
6 1,500 ,, 25-6% 10% =| . Sleep Awake o Drowsy. for res rest of day, but 
Rg | | | } = 5 hours got out of 
10 1,250 | 17% ™% Narcotized Sleep Awake in 5 hours, but still 
| | | a little drowsy. Able to 
| get out of 
0 0 Drowsy Narcotized Narcotized Awake in 9 hours, but 
unable to get out of bed 
11 | 1,500,, | 17% ™% Awake | Awake Drowsy | Sleep | “Awake 7 hours after inges- 
| tion of able to 
| } get out o 
| 1,500 ,, 0 | Deep sleep Deep sleep Drowsy in 9 hours and slept 
j | well throughout night 
1,500 ,, 1%, =O 0 | | Talkative. 100 mg. Sleep Sleep Awake. Awake in 4 hours, talkative 
| bemegride given. | Talkative during afternoon, slept 
Total 17% well during night 
| 1,750 ,, 17% ™% Talkative | Drowsy Sleeping Asleep | Awake in 5 hours, then light 
| | 
| meal, drowsy for about 
| 1 hour then fully awake 
0 20% Drowsy Drowsy Had light | Sleep | After 4 hours, fell deeply 
j | | asleep, with deep re 
iration.. Awake in 
| } | | ours, had full meal 
| 1,000 ,, 10% 0 Awake. Given 100 o Drowsy a Awake in 6 hours. Only 
| | mg. bemegride. | light sleep of short 
| Total 20% | duration 
1,500 ,, 24° % | | Awake me oe Drowsy Drowsy, no sleep recorded 
| 1,750,, 24 Sleep Sleep Drowsy Awake Awake in 4 hours, drowsy 
j | } during afternoon, slept 
| well throughout night, 
drowsy next day 
| 1,750 ., 10°, om | Drowsy | Drowsy Sleep Sleep Awake in 6 hours but 
| | | | drowsy next day and all 
| | | | following day 
14 500 ,, | 0 0 Pr | Deep sleep | Narcotized Deep sleep Awake in 9 hours, but still 
| | very drowsy 
1,000 ,, 17% ™ > | Drowsy | Drowey Drowsy Slept lightly for 2 hours 
| | during afternoon. Awake 
| } | in 8 hours 
16 | 1,250,, 17% | 7% | B.P.1309S.) Awake | Awake Drowsy. B.P. 125, | Sleep Awake in 7 hours 
17 | PR. 74. | 90.  P.R. 74. 
| R.R. 1 | R.R. 2 
2,000 17% 7 | Drowsy Drowsy | Drowsy e Awake in 8 hours, but only 
| drowsy without falling 
| | | properly asleep all day. 
| | } Drowsy all next day 
2,000,, | 23% ™% si | Awake | Awake Drowsy Did not sleep at all, but 
! remained drowsy all day 
| | 
| | | | and following day 
1,000 ,, | 17”, x =a | Drowsy Drowsy Drowsy Sleep | Awake in 8 hours, t but still 
| | } drowsy. Drowsy all! next 
day 
1.790.. | 17% ™ | Drowsy. Given 100 | Awake Awake. Had din- 2 Awake in 8 hours, drowsy 
100 mg. beme- ner | all afternoon. Drowsy 
| | gride. Total 23% | next day 
2,000,, | 1% | Drowsy Very drowsy | Narcotized Drowsy > 
j rest o y. we 
| | | throughout night and 
| } i | still somewhat drowsy for 
| following two days 
250 21-85% 11-5% | Very drowsy Did not sicep at all, but 
| otherwise condition as 
| above 
2,666 ., 25-6" 10% Ss a a Sleep | Very drowsy | Drowsy all rest of day and 
| | | following morning 
1,250 ,, 256% | 10% | | PA Drowsy | Drowsy Sleep Awake in 5} hours. Other- 
| i wise as above. No 
| tolerance observed 
19 1,250 17% ™% Restless. | Drowsy Drowsy | Drowsy. Ate full| ,, Awake in “$4 hours. Slept 
20 Talkative | } | } well throughout night 
21 1,250 ,, 25 6% 10% ‘Awake Awake | Awake. “Ate full | Drowsy Awake in 74 hours, able to 
| meal get up and dress himself. 
| | Ate full meal and slept 
| | well throughour night. 
| Drowsy following day 
2,000 ., 286% | 10% . « = Drowsy Talkative. Ate | -— not sleep during day. 
| full meal well 
ni 
2 1,000 ., 25-6% 10% 1 Drowsy Drowsy . Sleep Awake in 9 hours. Slept 
well throughout night 
2,000 ,, 25-6"; 10% | Showed twitchi Sleep Drowsy 
| of limbs, last 
| | for about | min- | 


ute, then vomited) 
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During the trials all the routine resuscitative measures 
were on hand, but recourse to them was not required on 
any occasion. 

However, with the moderate doses of barbiturate used 
and the availability, of bemegride as an antidote the risk 
was assessed as nil. This conclusion was justified by the 
successful outcome of the work. 


Results 


This study was carried out on a total of 58 subjects. This 
number included those treated by Trautner ef al, (1957) 
together with those observed by us. This group of 58 
subjects received altogether 361 treatment doses of the 
various barbiturate—bemegride mixtures. 

The groups studied were as follows: (1) amylobarbitone 
sodium, (2) phenobarbitone sodium, and (3) pentobarbitone 
sodium. 


Group 1. Amylobarbitone Sodium and Bemegride 

The eight subjects in this group received 58 treatments. 
The observations made with the mixture of amylobarbitone 
and a fixed dose of 12% bemegride are fully reported in 
the paper by Trautner er al. (1957). Their purpose was to 
produce by this form of medication a prolonged state of 
sleep and sedation in an attempt to promote a sleep pattern 
as similar as possible to normal sleep. The state obtained 
in these patients was such that they could be treated and 
dealt with easily and swiftly by the nursing staff. 

These subjects were given various doses of amylobarbi- 
tone up to a maximum dose of 1,750 mg. at approximately 
9 o'clock each morning, and all were awake by 6 p.m. and 
able to eat a meal. Vomiting occurred in one subject on 
three separate occasions, one to three hours after the 
ingestion of the tablets. Grand-mal seizures occurred on 
two occasions in one subject who was a known epileptic 
and who had had no seizures and no anticonvulsant 
medication for the previous two years. One seizure 
occurred one day after the ingestion of 500 mg. of amylo- 
barbitone with 12% bemegride, and the other two days after 
taking 750 mg, of amylobarbitone and 90 mg. of bemegride. 
No further medication was given to this subject. 


Group 2. Phenobarbitone Sodium and Bemegride 


The 37 subjects in this group received 255 treatments 
with varying doses of phenobarbitone given with amounts 
of bemegride varying from 10 to 25.6% of the barbiturate 
dose. Amiphenazole was sometimes included in the 
mixture. A representative selection of the findings is 
presented in Table II, and a graphic representation of the 
effects obtained can be seen in Fig. 1. 

Vomiting occurred in four of the subjects on a total of 
seven occasions out of 255 administrations. It occurred with 
different doses of barbiturate and bemegride and at time 
intervals between half to six hours after ingestion. 


DURATION OF SLEEP IN HOURS 
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Fic. 1.—Diagrammatic representation of the effect of bemegride 


on the hypnotic. action of phenobarbitone. Solid line, 17% 


bemegride. Dotted line, 25.6% bemegride. 
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Minor convulsions were observed in one subject on two 
occasions. Twitching of the limbs in this subject was 
observed on the first occasion after the ingestion of 1,750 
mg. of phenobarbitone containing 25.6% bemegride and a 
minor convulsion after the ingestion of 2,000 mg. of pheno- 
barbitone and 25.6% bemegride. These convulsive re- 
sponses took place approximately two to three hours after 
ingestion of the tablets. On both occasions the convulsant 
responses were minimal, requiring no specific therapeutic 
measures. The patient’s colour remained good, there was 
no injury to the tongue or incontinence of bowel or bladder, 
and the subject was not in any way distressed by the 
occurrence and had no memory of it. This patient did not 
show this response on lower doses of the tablets. So far 
as could be ascertained, this subject had no history of 
epilepsy, but it may be that the bemegride provoked a 
latent cerebral dysrhythmia (Drossopoulo er al., 1956). 

A group of six subjects were given a dose of 1,250 mg. of 
phenobarbitone sodium one day a week for 10 weeks. The 
amount of bemegride given together with this varied, being 
on some occasions 17% and on others 25.6%. 

Some of these results are presented in Table Il. They 
indicate that the same dose of barbiturate and bemegride 
given over a prolonged period results in the production of 
approximately the same depth and duration of sleep, and 
that with the higher dose of bemegride the duration and 
depth of sleep is diminished. This effect was most clearly 
seen when the different mixtures of barbiturate and beme- 
gride were given to noisy, restless, and overactive subjects. 
A dose of the barbiturate-bemegride mixture that exerted 
a sedative effect on these subjects with psychomotor 
activity did not fully control them when the dose of beme- 
gride was increased. An example of this effect is seen in 
Case 13 in Table II. 

It was also observed, when large doses of the barbiturate- 
bemegride mixture of the order of 1,000 mg. or more of 
barbiturate were given, that in the majority of cases the 
subjects were still somewhat drowsy on the following day. 
If the dose of barbiturate was repeated with 15°, or more 
bemegride when these subjects were still drowsy they 
showed a transient arousal about an hour after this ingestion 
before again becoming drowsy. A similar response was 
produced by the ingestion of 100 mg. of bemegride (bringing 
the total to 23°.) when the subject became drowsy, with 
a resultant delay in the onset of sleep. An example of this 
Gelay in onset of sleep by an additional dose of bemegride 
wes seen in Table LI, Case 18, with the ingestion of 1,750 
meg. of barbiturate. 


Group 3. Pentobarbitone Sodium and Bemegride 


This group comprised 13 patients who received treat- 
ment. The effects of bemegride on pentobarbitone sodium 
overdosage were essentially similar to its effects on the 
other barbiturates mentioned. However, the impression 
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Fic. 2.—Diagrammatic representation of the effect of bemegride 
on the hypnotic action of pentobarbitone. 
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was gained that the antidotal effect of bemegride with regard 
to pentobarbitone was somewhat less than that exerted 
against amylobarbitone and phenobarbitone. Furthermore, 
the resultant depth and duration of sleep produced by 
equivalent amounts of the pentobarbitone—bemegride mix- 
ture was deeper and longer than with equivalent amounts 
of the other two barbiturates (Fig. 2). But, apart from this, 
the general effects of bemegride on pentobarbitone over- 
dosage are identical to those recorded above. The incidence 
of vomiting was also low in this series, occurring only once 
in two subjects. Convulsions or muscular twitching did not 
occur in this series. 

Bemegride has been shown to have no haemotoxic effects 
in animal experiments (Dr. G. Bentley, 1956, personal com- 
munication). This was found to be the case in carrying 
out routine blood examinations in humans. Three subjects 
were given 200 mg. three times a day, after food, for six 
weeks ; and haemoglobin and red- and white-cell examina- 
tions were carried out before, during, and after the com- 
pletion of medication, None of these examinations 
revealed any abnormality. These examinations were 
repeated on four subjects receiving long courses of medica- 
tion in each of Groups 2 and 3, with the same results as 
above. A general perusal of the results would suggest that 
the antagonistic effect of bemegride against the various 
barbiturates tested was not significantly influenced by the 
presence of amiphenazole. 


Discussion 


The present study was carried out to determine whether 
the well-known antagonism between bemegride and 
barbiturates also occurs following their simultaneous oral 
administration. In this work full control studies with the 
barbiturates were not carried out because data in the 
literature indicate that barbiturate doses of the magnitude 
used may produce anaesthesia and coma with serious com- 
plications (Hambourger, 1939, 1940). The maximum doses 
of the barbiturates used were of the magnitude usually con- 
sidered to produce severe poisoning in humans (Fazekas 
et al., 1956). 

Coma following oral ingestion of pentobarbitone sodium 
has been reported to result from approximately 1 g. (Krantz 
and Carr, 1954; Sollmann, 1948). Fisher ef al. (1948) 
reported that patients who had taken 0.8 to 2 g. of pento- 
barbitone passed into coma. Fazekas et al. (1956) reported 
that 1 g. of pentobarbitone was capable of producing severe 
central depression. 

Table I shows that 2 g. and over of pentobarbitone when 
given in combination with bemegride is well tolerated and 
no serious depression of the central nervous system or other 
vital functions occurs. The acute toxic dose of phenobarbi- 
tone is larger than that of either pentobarbitone or amylo- 
barbitone. Coma has been reported from doses varying 
from 1.5 to 48 g.. with death occurring from doses varying 
from 4 to 5.2 g. (Koppanyi and Fazekas, 1950). 

Worlock (1956) reported the successful treatment of 12 
cases of barbiturate poisoning with bemegride (and ami- 
phenazole). Seven of these cases are relative to this present 
study and that of Trautner ef al. (1957). Four cases of 
amylobarbitone poisoning are reported in which the dose 
ranged from 1.5 to 2.8 g. of amylobarbitone, and three of 
phenobarbitone poisoning (0.75-2.8 g.). In all cases the 
patients were admitted “in an unconscious state and were 
unresponsive to any stimuli.” In most cases deep reflexes 
were absent. The dosages of amylobarbitone and pheno- 
barbitone which produced unconsciousness in these cases 
caused only a state varying from light sedation to sleep 
when combined with bemegride (see Tables I and II). 
Furthermore, as much as 2.6 g. of phenobarbitone when 
administered with 25.6% bemegride failed even to produce 
deep sleep in these subjects. In al! the subjects investigated 
the vital functions of blood pressure and respiration were 
adequately maintained even on occasions when the subject 
was narcotized or in a deep sleep. It should be noted that 
in several cases the addition of amiphenazole had a 


beneficial effect on respiration, and appeared to be effective 
in maintaining a good respiratory amplitude. 

Bemegride itself has been found to have no chronic toxic 
effects in animals (Dr. G. A. Bentley, 1956, personal communi- 
cation), and when administered orally to three subjects in 
doses of 300 mg. daily and to another three in a dose of 
200 mg. three times a day for a period of eight weeks 
failed to produce any untoward or harmful effects. No 
abnormalities were seen in the red or white blood cells, 
and urinalysis did not show any changes. These doses did 
not produce any form of stimulation of the central nervous 
system either objectively or subjectively, and did not inter- 
fere in any way with the subjects’ normal sleep pattern. 

The results of this study would indicate that combinations 
of bemegride and barbiturates can be given in such amounts 
that they will not interfere with the sedative or hypnotic 
action of barbiturates, and the ingestion of similar combina- 
tions in larger amounts will protect against anaesthetic or 
toxic doses of barbiturates. Such a protection from the 
toxic effects of orally administered barbiturates by beme- 
gride in man is not seen so readily in animals. Some degree 
of protection is evident in rats. In dogs there is only 
slight protection. It would appear that barbiturates cause 
a cardiovascular death in dogs which is not antagonized 
by bemegride (Dr. G. A. Bentley). 

The present findings show that when bemegride was given 
with high doses of barbiturate for prolonged periods as 
sleep therapy to 58 subjects no barbiturate withdrawal 
symptoms of any kind occurred. The dosage used in these 
subjects can be seen from Tables I and II. One group of 
seven subjects was given a dose of 1,250 mg. of phenobarbi- 
tone with 17% bemegride, three times a week for six weeks, 
without any toxic effects either during or on discontinuance 
of administration. This observation is of particular interest 
in view of the statement by Kjaer-Larsen (1956) that beme- 
gride produced an acute hallucinatory state in cases of acute 
barbiturate poisoning treated with this drug. Such states 
had not been reported by other workers in the same field. 
The hallucinatory phenomena as described by Kjaer-Larsen 
are a well-known complication of high barbiturate dosage, 
especially as the case material investigated by this author 
consisted of barbiturate addicts and psychotics. (For a 
previous communication on this rroblem see Gershon et al., 
1956.) 

Barbiturate withdrawal symptoms of varying severity have 
been considered to be an almost constant accompaniment 
of the various forms of sleep treatment. Azima (1955) 
reported on 25 cases which received sleep treatment pro- 
duced by giving approximately 550 mg. of barbiturates 
together with 50 mg. cf chlorpromazine daily for approxi- 
mately 20 to 25 days. In that series 13 developed compli- 
cations of varying severity. Post-sleep convulsive seizures 
and a hallucinatory delirious syndrome are the most serious 
complications according to the literature on this subject 
(Kalinowsky and Hoch, 1952; Sargent and Slater, 1954; 
Floris and Della Rocca, 1955). When bemegride was given 
together with the barbiturates in this study there was a com- 
plete absence of such complications. This would agree with 
the results of Palmer (1956). 

A combination of bemegride with a long- or medium- 
acting barbiturate seems to offer the following advantages: 
(1) Sleep therapy in psychiatric practice is made safer and 
more simple. A light sleep, not a coma, is produced, thus 
relieving the nursing staff of a great deal of responsibility. 
Withdrawal symptoms are not produced on cessation of 
administration. (2) Sedation of psychoneurotic cases in 
private practice is made safer. The possibility of suicide 
and addiction is greatly lessened. This combination allows 
of the production of a safe level of sleep for prolonged 
periods with complete safety, and as such may be of special 
use as a first-aid measure or treatment in dealing with dis- 
turbed psychiatric patients in private practice, in hospital, 
or for front-line military psychiatric casualties. However, 
further work would be required before this could be 
established as a routine therapeutic procedure. 
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Summary 


The findings indicate that 10%, or more bemegride in 
combination with barbiturates affords protection against 
the central depressant effects of the latter. 

In humans bemegride is a more effective antidote to 
the central depressant effects of phenobarbitone than to 
those of amylobarbitone and pentobarbitone. 

As a result of the ingestion of bemegride simul- 
taneously with the barbiturate there is a delay in the 
onset of sleep, especially in those cases given a large dose 
of bemegride. This delay in onset of sleep was demon- 
strated more clearly when additional bemegride was 
given if the subject became drowsy. 

Bemegride given in the amounts used in this investiga- 
tion did not produce excessive stimulation of the central 
nervous system, as frank convulsions were never seen. 
The blood pressure was lowered but was maintained at a 
satisfactory level in all cases (see Tables I and Il). The 
pulse rate and respiration were not greatly altered. It 
was found in some cases that the addition of amiphena- 
zole had a beneficial effect on respiration, especially in 
maintaining a good amplitude. It is difficult to ascribe 
to amiphenazole any marked effects against barbiturate 
depression apart from that on respiration as noted above. 

By using the appropriate concentrations of bemegride 
with barbiturate the depth and the duration of sleep 
could be modified. Those subjects given large doses of 
barbiturate (2 g. or more) with 25.6% bemegride showed 
signs of barbiturate overdosage for one or more days 
following ingestion, even though these signs were 
minimal on the day of treatment. Almost all cases, 
including those that remained awake on the treatment 
day, retired at their usual bedtime and slept well 
throughout the night. This was the case also in several 
disturbed subjects who usually required sedation at 
night. 

Apart from the cases of vomiting mentioned, all the 
other subjects retained a good appetite and ate their 
meals with relish, even those who were roused from a 
drowsy state to eat their meals. 

The treatment should not be given to persons with a 
known or suspected history of epilepsy. 

The possibility of using a barbiturate~bemegride 
mixture to prevent accidental or intentional barbiturate 
overdosage is discussed. 
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Sleep treatment of neurotic or psychotic patients is a 
therapeutic procedure which consists mainly in keeping 
the patient in a condition of relaxed sleep in excess of 
the normal sleeping-time. The total sleeping-time is 
increased to 18-20 hours a day and the treatment is 
carried on for about four weeks. 

The clinical indications and procedure vary cum 
author to author, but a standard procedure was laid 
down by Kliisi (1922). This method has been widely 
used for the treatment of psychiatric cases in Russian 
medicine (Kerbikov, 1955; Ivanov, 1955). An exten- 
sive review of the Russian literature on this subject is 
given by Wortis (1953). 

Other fields in which prolonged or intermittent sleep 
treatment has been advocated are as follows: acute 
coronary insufficiency, hypertension, post-operative con- 
valescence, asthma, stuttering, and peptic ulcer (Wortis, 
1953). 

Kalinowsky and Hoch (1952) describe the standard 
practices and indications as usually employed in Western 
medicine. 

In general, the most reliable employment of sleep 
treatment by itself is in the acute anxiety neuroses, par- 
ticularly in persons of usually stable personality who 
have broken down. Once over the acute phase of 
anxiety other treatment may be considered and is then 
more easily implemented. The acutely ill anxiety 
neurotic is a much commoner phenomenon of war than 
of peace. This is a consequence of precipitating environ- 
mental factors involved. In such cases continuous sleep 
treatment is a form of first aid. 

The risks of sleep treatment as routinely applied are 
far from negligible, especially in disturbed psychotic 
patients in whom the depth of the narcosis may have to 
be pushed to maximal limits. With continuous sleep 
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treatment the danger period extends throughout the 
day and night. Bronchopneumonia, depression of the 
respiratory centre, cardiovascular collapse, suppression 
of urine, bladder retention, dehydration fever, vitamin 
deficiencies, precipitated toxic confusional states, bar- 
biturate withdrawal fits, and sciatic paralysis from a 
wrongly placed injection in the buttock all have been 
reported. 

These warnings are easy to formulate in theory ; but 
in practice, especially when groups of patients are 
treated, it is difficult to avoid incidents. The tolerance 
to barbiturates varies greatly from patient to patient. 
The onset of barbiturate poisoning is usually not recog- 
nized at the time, and it often manifests itself only after 
the course of prolonged sleep has been terminated— 
that is, when a barbiturate psychosis has developed. 
The incidence of this complication appears to be rather 
high (Floris and Della Rocca, 1955: Azima, 1955; 
Wulff, 1956). We have observed several cases in which, 
following the usual procedure of sleep treatment, the 
psychiatric condition had undergone persistent changes. 
Hallucinatory, paranoidal, and other syndromes appeared 
which were not present at the beginning of the treat- 
ment. There seems at the present time to be insufficient 
evidence to exclude the possibility that repeated periods 
of coma lay the foundation either of barbiturate 
psychosis or of a more florid and aggravated symptoma- 
tology of the illness. 

In view of these disadvantages we considered whether 
the danger of coma or of poisoning could not be avoided 
by a modified method. The approach is not original. 
Several workers have used mixtures of various barbitu- 
rates or combinations with chloraldehyde or other 
chemically unrelated hypnotics. Azima (1955) used a 
complex mixture containing chlorpromazine. 

Other workers used combinations of barbiturates with 
analeptics like caffeine or leptazol (Zeleva, 1953). We 
have used barbiturate in combination with succinate and 
have presented our observations about its effect in 
schizophrenic conditions (Trautner er al., 1954). 

In 1954 Shaw and his colleagues introduced bemegride 
as a barbiturate antagonist for the treatment of acute 
barbiturate poisoning (Shaw, 1954; Shulman ev ail., 
1955). The full pharmacology of the drug, with indica- 
tions for its use, is given by Delay ef al. (1956). Com- 
bined with barbiturate this drug appears to alter the 
clinical picture of prolonged barbiturate administration 
(Palmer, 1956), and promises to eliminate some of the 
risks inherent in sleep therapy. Our aim was to investi- 
gate whether, with the addition of bemegride, even high 
barbiturate medication could be made clinically safe. 

It is not our intenticn in this paper to discuss the 
therapeutic results obtained with the modified treatment, 
but only to show that such a method is practicable and 
is safer than unmodified sleep treatment. 


Preliminary Tests 


Preliminary tests were carried out on 12 healthy volunteers 
and on ourselves. Most of the subjects were people who 
occasionally took one or other barbiturate as a hypnotic at 
night, and were thus familiar with the dose required to pro- 
duce sound sleep and with its side-effects. 

The procedure adopted was to give a certain dose of a 
barbiturate alone, and on other occasions a mixture of the 
barbiturate with bemegride, and to compare the effect of 
the mixture regarding onset, depth, duration, and pleasant- 
ness of the sleep produced. The degree of restfulness on 
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waking up, as well as any after-effects appearing during the 
following day, was also noted. 

The dosage used was from | to 8 gr. (65-520 mg.) of the 
various barbiturates together with 45 to 150 mg. of beme- 
gride—that is, 12 to 23%. The mixed tablets were taken 
orally before retiring at night. If the dose of bemegride 
was taken separately half an hour before the barbiturate it 
appeared to have no effect on the action of the latter within 
this dose range. The barbiturates used were quinalbarbitone, 
phenobarbitone, amylobarbitone, and barbitone, depending 
upon the habit of the individual. 

If the dose of bemegride was increased some effects of the 
increase became apparent. These effects were: a slight delay 
in the onset of sleep, a more restless sleep, or a shorter 
duration of total sleeping-time and possibly less * hang- 
over” when using the higher doses of barbiturate. How- 
ever, it should be noted that all these effects were slight and 
within subjective variation. 

Parallel tests were carried out using barbiturates combined 
with caffeine, amphetamine, and methyl phenidylate. The 
effect of the addition of these stimulants was the counter- 
acting of some of the effects of the barbiturate with a 
resultant unpleasant, irritable, restless, and disturbed sleep. 
This effect, it should be noted, was in no way similar to that 
obtained when using bemegride. Also when amiphenazole 
was added no effect was noted on the onset, the duration, or 
the type of the resultant sleep. 

Trials were carried out with doses of barbiturate (up to 
i-1.5 g.) which, alone, were found to produce 14 to 18 hours 
of heavy sleep. Then on a subsequent occasion the same 
dose of barbiturate was taken in combination with 23% 
bemegride. The duration of the sleep was reduced to a total 
of 8 to 10 hours, andthe sleep was distinctly lighter than 
previously. Furthermore, there were no noticeable after- 
effects such as drowsiness or excessive sedation, nor were 
there any periods of “ second sleep” on the following day. 
As a result of these observations the investigation of the 
effects of this form of combined medication was carried 
out on psychiatric patients. 


Observations on Psychiatric Patients 


The observations were directed towards establishing (1) 
how the same patient responded to an increase of the barbi- 
turate dose with and without the addition of bemegride : 
(2) whether an adequate degree of sedation without con- 
fusion could be reached in patients who did not satisfactorily 
respond to high barbiturate alone ; (3) whether the combined 
barbiturate-bemegride medication could be maintained with- 
out danger of complications ; (4) whether on interruption of 
the medication any prolonged side-effects or after-effects were 
present ; and (5) whether, on gradual or abrupt reduction of 
the dose, any effects of the previous high barbiturate level 
could be observed. 

It was found that for the purpose of the present investi- 
gation it was fully satisfactory to use a constant proportion 
containing 12°, bemegride ready prepared in tablets. This 
procedure resulted’ in a medication in which the patient 
received very little bemegride if a low dose of barbiturate 
was given ; but as the dose of barbiturate was increased the 
absolute quantity of bemegride increased likewise. 

The barbiturates vsed in these trials were amylobarbitone, 
phenobarbitone, and pentobarbitone. The observations in 
the three series were very similar; only the first series of 
six cases is presented in detail (see Table). 


Discussion 


The observations presented here refer to an investigation 
into the practicability of a modified high barbiturate medi- 
cation. The observations on the behaviour and clinical 
condition of the total group are used in arriving at 
the conclusion mentioned below. It is, however, only 
natural that the first questions asked refer to the selection 
of the patients actually treated and to the clinical observa- 
tions made during or after this treatment. 
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All patients chosen were diagnosed as chronic schizo- 
phrenics of between two and five years’ duration. All had 
received and failed to respond to the usual therapy, full 
coma insulin, with or without electric shock, and all had 
received at one or another time, without adequate response, 
one or more of the new drugs recommended for these con- 
ditions, All were disturbed enough to require hospitaliza- 
tion, but not sufficiently to require constant restraint or con- 
stant sedation—that is, they represent about the average level 
of the hospitalized chronic schizophrenic. 

The individual selection from this group was made so as 
to choose individuals who might benefit from a suitable seda- 
tion——that is, those who were overexcited and seemed to be 
under a continual pressure of overactivity. Some were con- 
tinuously mumbling or talking, others restlessly walking 
about or victimizing other patients or the staff with their 
conversation. None of them responded to mild sedation 
with the usual drugs. The patients were selected in groups of 
6 to 8, more or less at random from 40 to 50 rather similar 
cases in the same ward, It was therefore surprising to find 
that, with one e*ception, no unpleasant side-effects, deterior- 
ation, or aggravation of symptoms were observed during the 


period of high barbiturate ingestion. The one exception 
mentioned concerns a patient who responded well to beme- 
gride—-phenobarbitone medication up to 1.5 g. of pheno- 
barbitone. But when the dose was further increased—that 
is, when the dose of bemegride approached 0.5 g.—he 
became overactive and abusive and had to be transferred to 
a closed ward. The symptoms subsided within a few days. 
When the patient was returned to lower bemegride-barbi- 
turate doses he was merely sedated. Since two other patients 
showed mild twitches similar to the first signs of an impend- 
ing epileptic fit, and since these symptoms also appeared 
only on high bemegride doses, it was assumed that the dis- 
turbance was due to the analeptic action of the drug. 

All patients were first tried on the chosen barbiturate 
without bemegride. As would be expected, the individual 
response varied greatly; but with a sufficiently high dose 
they slept for several hours—a sleep which, at least for a 
short time, was deep enough for the patient to give no re- 
sponse to vocal or slightly painful stimuli. On awakening, 
the patients were often drowsy for several hours and refused 
to eat. Once this period of drowsiness had passed, how- 
ever, they were unchanged in their mental outlook or their 


Effect of Oral Administration of Amylobarbitone Sodium and Bemegride in Psychiatric Patients (Bemegride 
Equals 12% of the Barbiturate Dose) 
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= Amylo- Before Ingestion — 
_ barbitone > 
i | 250mg. | B.P.125/80. T. 
te P.R. 60, 
R.R. 20 R. 18 
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500 Very drowsy! Sleeping soundly 


730 B.P. 125/85. T.98-4° F. 


Vio 
Re 


Hours After Ingestion 


B.P. 11580 | B.P. 115/78. T.98-2° F.| Drowsy. Awakened and | Drowsy 
(36-8° C.). | 


| 
Drowsing | Sleeping soundly. B.P. 
115.80. T. 98-4 


Comments 

3 4 

Fully awake and out of 
} ate full lunch, then | bed in 6 hours 
drowsy again } 
Unconscious. Awakened | Sleeping. B.P. | Fully awake and out of 
and ate full dinner, | 115/75 bed in 64 hours 
Then asleep again | 


Unconscious. Awakened | Sleeping Awake and out of bed 


to rouse for dinner 


in 7 hours. Patient 
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R.R. 18 (6-9 C.). PR. 92. then soundly asleep | 
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| then again soundly 
| asleep | 
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| soundly asleep again 
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R.R. 18 | | returned to sleep 98° F. (36-7 drowsy 
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| after ingestion of 
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ner, returned to sleep drowsy 
3 S00 ., | Awake | Drowsy | Soundly asleep. Awak- | Sleep | Awake and out of bed 
| ened and ate fulldinner | in 6 hours, but still a 
| then returned to little drowsy 
1,750 B.P. 120 80. T. 98° F. | Drowsy Light sleep Sleep. Awakened and ate ~ Awake and out of bed 
(36-7° C.). P.R.70 | lunch; returned to in 84 hours, but stilia 
sleep little drowsy 
4 290 .. Awake | Drowsy Sleeping soundly | Awakened and ate full “Deeply asleep | Awake and out of be bed 
| | funch, then re‘urned to | in 6 hours, but still a 
| +000 | _ sleep |  litthe drowsy 
J Soundly asleep soundly; awak- Awake and out of bed 
ones, ate full dinner | in 7 hours 
} i and returned to slee 
1,750 ,, | Light sleep | Awake and out of bed 
| | in 8 hours, but still a 
$s | 1,790., | Drowsy Slespin Sound ap: ‘enable | | 
y cep 7 Soundly asleep ; unable | Deeply asleep Awake and out of “bed 
| to rouse for dinner in 8 hours, still some- 
6 500 ,, Drowsy | Soundly asleep Soundly asleep. Awak- | Soundly asleep | Awake ‘and out of bed 
ate in 7 hours, became 
then returned to sleep | restless and overactive 
| 1,780,, Sleep se » Soundly asleep. Unable Awake and out of bed 
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behaviour. Several of the patients had previously undergone 
sleep treatment without much benefit 

Treatment with the bemegride-barbiturate combination was 
usually begun with a barbiturate content of an amount which 
by itself had been found to produce a few hours’ sound 
sleep. The effect of the mixture differed from that of the 
barbiturate alone in the following two points: (1) despite 
very much higher barbiturate dosage neither primary coma 
nor after-sleep (secondary coma) was observed (see Gershon 
and Shaw, 1957) ; and (2) the patients showed a distinct seda- 
tion of two to three days’ duration in so far as their ward 
behaviour improved. 

The absence of a primary coma may be assumed to be 
due the antagonistic effect of the bemegride. As the dose 
of amylobarbitone was increased above 800—1,000 mg. we 
kept the patients under constant observation because it was 
feared that they might sink into a deep stupor or coma. 
This was never the case; on the contrary, as the dose in- 
creased the sleep became lighter, the patients were con- 
tinuously rousable, and after four to five hours many in- 
sisted on getiing out of bed. None fell asleep later in the 
day, and in no case was excessive sleep observed during the 
following night. 

We are not prepared to offer more than a tentative ex- 
planation of this observation. It appears that the danger of 
a coma after a high dose of barbiturate exists mainly during 
the first few hours after ingestion. This seems to be a 
paradox, since a patient who took, say, 1.6 g. of barbiturate 
in the bemegride mixture must, six to eight hours after 
ingestion, retain considerably more than another patient who 
received only 0.6 g. Yet the former were found to be awake, 
while the latter invariably slept into and through the night. 
We intend to investigate the actual barbiturate levels in the 
plasma of these patients. The facts so far observed seem 
to indicate that if by the action of bemegride the early 
onset of a coma can be prevented no late onset need be 
feared. 

Since all patients suffered from some sort of overactivity 
(apart from their schizoid disturbances), the term “ sedation ~ 
requires some qualification. The condition of the patients 
was not characterized by a “half-drunkenness” as fre- 
quently seen on high paraldehyde or barbiturate sedation, 
nor did it show the more or less apathetic semi-stupor en- 
countered after high bromide medication and sometimes 
after some of the newer tranquillizers. The patients were 
merely quieter than usual. They talked less, were less 
aggressive or less insistent, and were more easily managed. 
Some who for many months had refused to do ary work 
volunteered help: others were co-operative if ed, or 
attended entertainments without causing disturbance:. They 
were more “normal” only so far as their behaviour was 
concerned, and a few were more willing to reveal’ and to 
discuss their problems. It is, however, doubtful whether 
any of them were more “ rational,” even if some appeared to 
be less preoccupied. 

The degree of this sedation was practically the same on 
the second and third days, less on the fourth day. It was 
thus possible with two medications a week to sedate the 
patients so as to procure better manageability in the ward. 
At the same time they ate better and slept better. The 
question may thus be raised whether this general behavioural 
improvement, if maintained for a suitable period, would 
not finally result in a mental improvement, remission, or 
cure. So far we have been unable to answer this question, 
since we have not tried the medication with a view to treat- 
ment. We were concerned only with the basic questions of 
the most suitable regime and of the safety of the medication. 

Optimum sedation appeared to be reached with a quantity 
of the mixture containing from 1 to 1.5 g. of barbiturate. 
Below this dosage the patients slept and awoke almost un- 
changed. Above it the degree of sedation did not appear to 
be further increased, but the possibility of undesired side- 
effects, such as nausea, due to the larger amounts of beme- 
gride, seemed to be increased. If the higher dose was again 
reduced no effect of the previous excess of barbiturate was 


noted. It thus seemed that, per se, this optimum dose was a 
constant and did not vary much with the patient. 

Next to the danger of coma, the most important com- 
plication of high barbiturate medication is that of aggrava- 
tion of psychotic symptoms. Persistent barbiturate psycho- 
sis constitutes a frequent problem. Wulff (1956) reports 


» the incidence of barbiturate psychoses as high as 20%, in 


sleep therapy. Its occurrence is probably higher than is 
recognized. We have seen several patients who were 
allegedly treated “on the accurate indications and pro- 
cedures as presented in American or Continental literature ” 
and who showed either a short grossly confused psychotic 
phase or, worse, whose condition had deteriorated by 
the addition of hallucinatory, delusional, and other symptoms 
previously not present. Some of these symptoms persisted 
for weeks, and even after they were no longer noticeable 
it could not be decided whether they had disappeared or were 
merely dissimulated or integrated. 

In view of this danger we were rather cautious in our first 
attempts at repeated high barbiturate-bemegride medication. 
But we never encountered any sign of psychotic aggravation, 
Not one patient, whether he was suitable for sleep treatment 
or not, suffered from medication, and in no case were 
even transient additional symptoms produced, It is again 
assumed that this absence of late side-effects is due to the 
initial effect of bemegride, which, in a way to be further 
investigated, alters the impact of the high barbiturate con- 
centration on the nerve cell or centre. These results stand 
in distinction to those of Kjaer-Larsen (1956), who found an 
incidence of 35% psychotic disturbances in barbiturate- 
poisoned subjects who had received treatment with beme- 
gride. 

On our observations we feel certain that moderately pro- 
longed high barbiturate-bemegride medication is safe, and 
we feel justified in presenting our data for consideration in 
cases where the clinical picture calls for heavy sedation in a 
patient who is either not accessible to psychotherapy alone 
and/or does not satisfactorily respond to moderate doses 
of a barbiturate alone. We have not made any comparison 
of the sedation produced by bemegride—barbiturate mixture 
and by chlorpromazine or reserpine. 


Summary 

The effect of the addition of bemegride to barbiturates 
was investigated with respect to the depth and duration 
of the narcosis and to the side-effects and after-effects 
produced. 

For the trials on volunteers and on patients 12-23% 
bemegride was given with the barbiturate. This mixture, 
given in tablets containing 250 mg. of barbiturate in 
each, was fully satisfactory for all purposes or observa- 
tions required. 

Up to a barbiturate intake of 750 mg. no effect on on- 
set, depth, or duration of the sleep was observed. The 
mixture acted exactly as the same amount of the bar- 
biturate alone. 

On a barbiturate intake between | and 1.5 g. the dura- 
tion and depth of the sleep were greatly reduced as com- 
pared with the effect of the same amount of barbiturate 
without bemegride. After wakening there was little 
hangover or drowsiness, although the subjects were 
distinctly sedated for a period increasing with the dose 
and lasting from one to three days. 

On a barbiturate intake between 1.5 and 3 g. the sub- 
jects either slept for a few hours only or were merely 
somnolent for four to five hours. 

No instances of barbiturate poisoning, psychosis, or 
other undesirable after-effects were observed in a total 
of 58 subjects tested with the bemegride—barbiturate 
mixture. Even on prolonged administration of a high 
barbiturate dose given twice a week, the subjects were 
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merely sedated. Overactive psychiatric patients showed 
some evidence of behaviour improvement. 

The observations are taken as indicating that 10-20% 
bemegride with barbiturate reduces or even prevents 
the development of coma or of prolonged sleep. 

The observations are tentatively presented for con- 
sideration in the treatment of patients in whom sleep 
treatment or prolonged sedation is desired but can be 
maintained only by the use of high barbiturate doses 
which, if given alone, involve the risk of barbiturate 
poisoning or other serious complications. 


We thank Dr. E. Cunningham Dax, chairman of the Mental 
Hygiene Authority, Victoria, and Dr. G. Goding, superinten- 
dent of the Sunbury Mental Hospital. Part of the funds required 
for this investigation were provided by the Mental Health Re- 
search Fund, University of Melbourne. We thank Nicholas Pty 
Lid. for a generous gift of bemegride (“ megimide ™). 
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PORTABLE OXYGEN EQUIPMENT AND 
WALKING-AID IN PULMONARY 
EMPHYSEMA 


BY 
E. J. MORAN CAMPBELL, M.D., Ph.D., B.Sc. 
M.R.C.P. 
Assistant, Department of Medicine, Middlesex Hospital, 
London 


The patient whose case is described below suffers from 
severe emphysema and has been greatly helped by port- 
able O, equipment and a portable walking-aid. Physio- 
logical studies showed how these measures improved his 
pulmonary function. The main aim of this paper is 
to show how an appreciation of simple physiological 
principles enables an assessment of the potential value 
of such therapeutic measures to any individual patient 
to be made on clinical evidence. 


Clinical Details 

The patient, a motor engineer aged 59, was § ft. 9 in. 
(178 cm.) tall and had a surface area of 1.8 sq. m. (19.4 sq. 
ft.). He had suffered from increasingly severe dyspnoea for 
33 years. There was no history of long-standing cough or 
sputum preceding the onset of dyspnoea. He had been 
increasingly incapacitated for the last seven years, and before 
admission could walk only 25 yards (23 metres). He con- 
tinued to work by driving his car from the door of his house 
to the desk in the garage where he was employed. To 
climb the 14 stairs in his house caused him intense distress 
lasting 10-15 minutes and often forcing him to kneel on 
the stairs. He had not walked out of the front gate of his 
house for 10 years nor had a pair of shoes repaired 
for seven years. He had great difficulty in dressing himself 
and in eating his food. In recent years he had had a 
variable amount of mucoid sputum which caused bouts of 
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coughing leading to intense dyspnoea, and interrupting his 
sleep every few hours. He slept more comfortably lying 
flat than when propped up. Clinically and radiologically 
he had the changes of severe emphysema. He was cyanosed 
at rest and became very cyanosed on slight exertion. There 
was no clinical evidence of heart failure, and the transverse 
diameter of the heart was within normal limits. On screen- 
ing, however, the right ventricle was moderately enlarged 
and the main pulmonary arteries were prominent. E.C.G. 
showed an incomplete right bundle-branch block. Repeated 
bacteriological examination of the sputum had not shown 
any pathogenic organism to be persistently present. The 
haemoglobin concentration was 19 g. per 100 mi., and the 
P.C.V. 63 

A selection of the measurements of pulmonary function 
is given in Table I. These show the following abnormalities : 
chronic inflation of the lungs (increased residual volume) ; 


Taste 1.—Pulmonary Function Tests (August, 1956). Patient 
Seated With Arms Supported 
Expected 
Patient Nevenal 
Vital capacity (1. B.T.P.) 2-5 41 
Residual volume (1. B.T.P.) 79 30 
Forced expired volume in | sec. (1. B.T.P.) | 0-7 3-2 
Maximum voluntary ventilation (1. min. 
T.P.) 24 100 
Arterial blood 
O, tension (mm. Kg) $2 100 
O, saturation 82 9s 
CO, tension (mm. He) $8 4 
Maximum diffusing capacity for O, 
(ml. min. mm. Hg) 8 40 


difficulty in expelling air during expiration (reduced vital 
capacity and reduced forced expired volume); reduced 
ability to ventilate the lungs (low maximum voluntary 
ventilation); inadequate alveolar ventilation (elevated 
arterial CO» tension); reduced alveolar-capillary surface 
(low diffusing capacity). The low O: tension and saturation 
are due to a combination of factors as discussed later. 

In spite of the intensive use of all forms of conventional 
treatment he remained completely incapacitated after two 


months in hospital. 
Methods 

Blood gas tensions were determined in duplicate by the 
Riley method (Riley. Campbell, and Shepard, 1957); the pH 
was measured at 37.5° C. with a Cambridge pH meter and 
Stadie electrode; gas analyses were performed with the 
Scholander apparatus: gas volumes were measured either 
with a spirometer or with a dry gas meter; and oxygen 
saturation was calculated from the oxygen tension and pH. 


Portable Oxygen Equipment 

Apparatus.-The apparatus wus essentially that described 
by Cotes and Gilson (1956a, 1956b) and made by the Walter 
Kidde Company (Fig. 1). The oro-nasal mask did not 
always fit well, so that too much air tended to be drawn 
in around the facepiece during inspiration. We therefore 
also used a mouthpiece, which ensured that the Os in the 
reservoir bag was all inspired early in inspiration. This 
mouthpiece is like those used in physiological studies 
(Fig. 2). It is less comfortable than a mask, but as the chief 
use of the apparatus is during short periods of physical 
exertion the disadvantage is slight. 


Clinical and Physiological Effects 

The patient's clinical condition was variable and it was 
not possible to study all the factors at once, so a number 
of short controlled trials were performed ; these gave the 
following information. (1) Wearing the apparatus with no 
O: flowing (unknown to the subject) did not increase 
exercise tolerance. (2) Os improved exercise tolerance three- 
fold to sixfold. Without it he could walk 30-70 yards (27- 
64 metres), and with it 150-300 yards (137-274 metres). He 
was much more distressed at the limit of tolerance when 
exercising without added O» and his pulse rate was much 
higher. (3) The use of the “ low ” flow rate of the apparatus 
(2 1. Os/min.) was as effective as the “high” (4 1./min.). 
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(4) The oro-nasal mask was as good as the mouthpiece if care 
was taken to keep it fitting properly. (5) A reservoir bag 
that permitted partial rebreathing was not as satisfactory as 
one that did not. 

In Table II the effects of exercise on the arterial blood 
gas tensions are shown. This experiment was carried out 
as follows. The patient breathed with the apparatus ag the 
selected flow rate for 10 minutes. He then exercised by 
stepping on and off an 8-in. (20-cm.) step 15 times in one 
minute (the most severe exercise he could perform without 
added O»). Arterial blood was drawn immediately afterwards. 

Fhe following conclusiogs may be drawn from the results 
shown in Table Il. (1) When exercising without added O» 
the arterial COs tension increased only slightly above the 
resting value, showing that ventilation was increased 
sufficiently to maintain the composition of the alveolar air. 


Tasre Il.—Effects of Portable Oxygen on Arterial Blood During 
Exercise 
Rest | Exercise 
| Arterial . Air +O, 21. min 
| Mask | Mouthpiece 
CO, tension (mm. Hg) 59 Lom | | 
pH 732 | 730 | | 
O, tension (mm. Hg) $2 27 $3 | 495 
QO, saturation(*®;) .. | 83 45-5 80 78 
ELOW_SELECTOR 
NTROL HEAD 
( HANG DETACHABLE) 


R vA 
ASSEMBLY GAUGE (woTes CONTENTS 
- oF CYLINDER AT ALL 


TOMES ) 


MASK SECURING STRAP 


Fic. 1 


170-litre DH type portable oxygen set. Approximate 
weight, 34 Ib. (1.6 kg.); len i 


gh. 18 in. (46 cm.); diameter, 3 in. 
(7.5 cm.). 


Mouthpiece and reservoir bag. 


Fic, 2. 
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The fall in the arterial O» tension and saturation must there- 
fore have been due to deficient O» transfer from the alveolar 
air to the pulmonary capillary blood. (2) When exercising 
with added QO» the arterial CO: tension rose significantly, 
showing that the ventilation was less than when exercising 
without added Oy. The increase in the Os tension and 
saturation must therefore all be attributed to the higher O» 
concentration in the inspired air. (3) The differences between 
the findings with the mask and with the mouthpiece are 
probably not signficant. 

It is noteworthy that the improvement in the arterial 
O» tension was obtained with a flow rate of only 2 1, O/min. 
added to a pulmonary ventilation of about 15 L/min. This 
result can be expected only with well-fitting masks. 


Portable Walking-Aid 

Apparatus.—The patient noticed that he was able to walk 
about the ward with much less distress if he leaned on a 
dressing trolley. A walking-aid of the type described by 
Hendry (1956) and manufactured by Messrs. Fordham Press- 
ings, Ltd., of Wolver- 
hampton, was obtained 
and modified to the 
patient’s design as fol- 
lows. Both hand-grip 
assemblies were re- 
moved from the stan- 
dard model. Two new 
T-shaped brackets were 
made with the top 
pieces offset, longest end 
forward and sloping 
upwards from rear to 
front (see Fig. 3). A 
platform approximately 
16 by 12 in. (40 by 30 
cm.) was made to fit 
on top of the T-shaped 
brackets. On one side 
of the under-surface ol 
the platform were 
placed two metal spring 
clips which mate with 
the top arm of the T- 
bracket and lock the 
machine in the open 
position, At the other 
end of the  under- 
surface of the platform 
two brackets were fitted 
carrying a spindle 
which fitted through 
the tubular arm 
of the T-bracket. This arrangement enabled the platform 
to be swivelled downwards when the machine was folded 
up. The hand brake was fitted to the front end of the plat- 
form with a finger-control lever, A piece of foam rubber 
was cut to fit on the platform. 


Clinical and Physiological Effects 

Table III shows some of the effects of using the walking- 
aid. The use of the support caused little change, in the 
ventilation at rest, but there was a decrease in the Ov up- 
take and an increase in the arterial Oy, tension. These 
changes could be due to a decrease in the Oz cost of stand- 
ing or to a decrease in the O: cost of breathing, or to both. 
Studies on a normal subject whose Os» cost of breathing was 
known to be negligible showed that the use of the support 
caused no decrease in total O2 consumption. This finding 
suggests, therefore, that the reduced O» consumption of the 
patient when using the support was due in considerable 
part to a decreased O» cost of breathing. With special tech- 
niques (Campbell, Westlake, and Cherniack, 1957) the O» 
consumption of the patient's respiratory muscles when seated 
with back and shoulders supported was found to be about 
40 ml./min. at a ventilation of 12 |./min. and 80-100 ml./ 
min, at a ventilation of 18 1./min. On inspection and palpa- 


Fic. 3.—Portable walking-aid. 
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Taste UL—Effects of Portable Walking-Aid (January, 1957). 
Level of Exercise Was Not Standardized, But Was Always 
Greater When Walking With Support than Without It 


Unsupported Supported 
Ventilation (!. min. B.T.P.) 
Standing still 126 13-2 
Walking 148 18-7 
Maximum voluntary 19-5 26°5 
Vital capacity 27 2-7 
Oy consumption (mi. min. S.T.P.): 
Standing still 335 298 
Walking 4n $02 
Arterial blood 
O, tension (mm. Hg) and (saturation %): 
Standing still | 32 (56) 40 (70) 
Walking 26 (44) { 33 (59) 
CO, tension (mm. Hg): | 
Standing stil! 69 | 65:5 
Walking | 62 64:5 


tion it was obvious that standing unsupported demanded 
much more use of the extensors of the back and the ele- 
vators of the shoulders during inspiration. This increased 
effort must have caused the O: cost of breathing to be 
even greater when standing than when sitting. Use of the 
walking-aid obviously reduced this extra effort and probably 
accounted for the smaller total Oy intake when standing 
leaning on the trolley. 

Table ILL also shows that during exercise the patient was 
able to maintain a greater ventilation and O2 consumption 
when supported, and it is probable that a higher proportion 
of the total O» uptake was available to the rest of the body. 
The changes in the arterial blood gas tensions show that 
gaseous exchange was adequate to meet the increased re- 
quirements of exercise when the support was used. 

Use of the support did not increase the vital capacity (or 
the inspiratory capacity). It did, however, enable him to 
take a much greater tidal volume with much less effort. It 
is noteworthy that the level of ventilation he was able to 
maintain when walking with the support was almost as great 
at his maximum voluntary ventilation when unsupported. 

Simple trials showed that his exercise tolerance was in- 
creased sixfold to tenfold by the use of the walking-aid. 
Controlled trials showed that the combined use of the 
walking-aid and portable O2 equipment further increased his 
exercise tolerance, and he was usually able to walk over 
half a mile (800 metres) without distress. These controlled 
trials also showed, in contrast to those performed without 
the walking-aid, that the “high” O» flow rate was more 
effective than the “low” flow rate, presumably because of 
the higher ventilation and O» consumption attained. 

The main aims of physiotherapy in emphysema are in- 
creased diaphragmatic movement and relaxation of the 
muscles of the neck and shoulder-girdle. Despite intensive 
efforts under the guidance of a physiotherapist trained at 
the leading school of breathing exercises the patient was un- 
able to increase diaphragmatic movement as judged radio- 
logically, and unless he used his accessory muscles his venti- 
lation in the erect posture was clearly inadequate. (He 
could not tolerate this type of breathing long enough for 
full measurements to be made, but his tidal volume fell 
from 530 to 480 ml.) The walking-aid supported his 
shoulders and caused relaxation of many muscles of the neck 
and back. The result is therefore not as greatly at variance 
with the aims of physiotherapy as might initially appear. 


Discussion 

The assessment of measures designed to help patients with 
emphysema is always difficult because the degree of breath- 
lessness is very variable and may not correlate with measur- 
able changes in respiratory function. This patient’s case was 
exceptional in that the severity of his condition set physio- 
logical limits to his exercise tolerance which could be 
measured without having to rely on his subjective assess- 
ment of dyspnoea. 

Although he can walk 30-70 yards (27-64 metres) un- 
supported and without Os, this is only at the expense of an 
Oe debt and severe desaturation of the blood. At such 
times his distress and cyanosis are extreme and his pulse 
rate usually exceeds 130 per minute. He is unable to main- 
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tain any steady level of exercise, and is unable to stand still 
unsupported for more than 10 minutes. Consideration of the 
work of breathing suggests that the Oz cost of standing and 
breathing unsupported is greater than the O» uptake by the 
lungs. Any attempt to increase the O2 uptake by increasing 
ventilation causes the respiratory muscles to use more O» 
than is taken in. This suggestion is difficult to prove but ts 
supported by the fact that the arterial Oz tension is lower 
when standing unsupported than when standing supported 
or sitting. In marked contrast to his distress when standing 
unsupported is his relative comfort when walking with the 
support of the trolley and using the portable O» equipment. 


Modes of Action 

When considering measures such as these it is convenient 
to regard the functional disorders of patients with emphy- 
sema as grouped in two categories : (1) difficulty in moving 
the air in and out of the lungs (impaired ventilatory func- 
tion): and (2) difficulty in exchanging gases between the 
alveolar air and the blood (impaired alveolar-respiratory 
function). Impaired ventilatory function affects both O: 
and CO» exchange. If the impairment is severe the alveolar 
air and arterial blood have a lowered Oy tension and a 
raised tension. Impaired alveolar-respiratory function 
causes a low arterial O» tension but has a negligible effect 
on the arterial COs tension. Detailed function studies of 
the patient showed that the low arterial Oy tension and 
saturation at rest are almost equally due to both types of 
limitation. The further lowering of O» tension by exercise 
is, however, predominantly due to limitations of the second 
type. The walking-aid helps the patient by increasing the 
ventilation he can comfortably maintain and probably also 
decreases the O» cost of breathing, thereby making more 
Os» available to the rest of the body. The portable O» 
equipment helps him by increasing the alveolar O2 con- 
centration, thereby facilitating the diffusion of O» into the 
blood and preventing the severe hypoxia brought on by 
exercise. 

Selection of Patients 

There are several reasons why it is not desirable to try 
these measures and simply to accept the patient’s opinion 
about their benefit. Firstly, the sets of equipment described 
are moderately expensive; secondly, only a minority of 
yatients are likely to be helped ; thirdly, the patient's assess- 
raent of improvement in this condition is unreliable. There 
are few places where facilities exist for physiological studies 
such as those described in this paper. Fortunately, clinical 
guidance can be derived from the known functional disturb- 
ances in emphysema as described above. A useful clinical 
assessment of the relative importance of ventilatory and 
alveolar-respiratory insufficiency can be obtained by exercis- 
ing a patient to the limit of his tolerance. He will, of 
course, be very breathless whichever type of disorder is 
dominant. However, if his arterial blood is not significantly 
desaturated—that is, he does not become very cyanosed-— 
his limitation is probably ventilatory and he is having equal 
difficulty with CO: excretion and O» uptake. If he develops 
arterial desaturation he probably has an important degree 
of alveolar-respiratory insufficiency which limits O, uptake 
but not COs» output. 

(1) Portable Os Equipment.—tit follows, therefore, that 
portable O» is only likely to help patients who become 
cyanosed on exercise ; that is to say, those with predominant 
alveolar-respiratory insufficiency. 

(2) Portable Walking-Aid—A_ portable walking-aid 
enables the accessory respiratory muscles to ventilate the 
lungs at less O»2 cost and with less discomfort. In few 
patients with emphysema, however, is the ventilatory in- 
adequacy seriously aggravated by difficulty in using the 
accessory muscles. In most patients the respiratory muscles 
function adequately but the ventilation is limited by airway 
obstruction. Such patients do not require a walking-aid. 
Clinically the patients who are most likely to be helped by a 
walking-aid are those who have received full treatment to 
reduce airway resistance and who have had skilled instruc- 
tion in breathing exercises but who still require to use the 
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back and shoulder muscles when walking. Orthopnoea is 
not by itself an indication, as it may be due to other factors 


such as congestive heart failure. Our patient sleeps lying 
flat. Clearly, therefore, only a minority of patients with 
emphysema will benefit from these measures. Moreover, 
there are obvious practical limitations to their usefulness. 
However, the condition is so common and the disability of 
those severely affected is so distressing that any measures 
that can help them should be welcomed. 


Summary 

A case is described in which the patient was incapaci- 
tated by diffuse pulmonary emphysema. He has been 
greatly helped by portable oxygen equipment and by a 
portable walking-aid. 

Physiological studies are described which show how 
these measures have improved his pulmonary function. 
Simple clinical methods can help to indicate which 
patients are likely to be helped by these measures. 


I thank Professor A. Kekwick for his encouragement and 
advice in the preparation of this paper. I am grateful to Dr. 
E. K. Westlake and the clinical clerks who helped with some of 
the studies and to Dr. C. J. Dickinson, who read the manuscript. 
I also wish to acknowledge the excellent co-operation of the 
patient. The portable oxygen equipment was kindly lent by the 
Walter Kidde Company. 
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TREATMENT OF CHILBLAINS BY 
PHENOXY BENZAMINE 
A CLINICAL TRIAL IN GENERAL PRACTICE BY 


THE SOUTH-EAST SCOTLAND FACULTY OF THE 
COLLEGE OF GENERAL PRACTITIONERS* 


In 1954 a member of the Scottish Research Advisory 
Panel of the College of General Practitioners suggested 
that an investigation should be made into the effect on 
chilblains of a new substance, phenoxybenzamine, which 
opposes the vasoconstrictor action of the sympathetic 
nervous system. The Faculty Research Committee there- 
fore designed a questionary to elicit not only data about 
the effect of this new substance but also a considerable 
amount of information on the natural history of chil- 
blains and some of the causative factors. That inquiry 
was a failure in spite of much hard work by many of the 
practitioners taking part. The main reason for failure 
seemed to be a too ambitious and complex questionary. 

The following winter, 1955—6, it was decided to repeat 
the inquiry on simpler lines. The Committee therefore 
prepared a new questionary, but it failed to satisfy our 
Statistical adviser, who demonstrated its shortcomings 
and eventually redesigned the experiment. 

Two lessons have been learned as a result of these 
early efforts: first, the importance of a simple ques- 
tionary, and, second, the need of preliminary advice 
from a statistical expert. 

Method 

Arrangements were made with a pharmacist that the test 

substance, phenoxybenzamine, and lactose, as a control, 


art in the investigation were: Drs. J. A. D. 
Anderson. B. J. Brown, J. Campbell, H. A. Courtney, R. M. 
Dean, H. R. Dodson, A. G. Donald, A. M. Duff, M. D. L. 
Finlay, S. L. Forrest, A. Fraser-Darling, J. M. L. Goodbrand, 
R. R. Hamilton. G. Irvine, M. B. Jamieson, E. V. Kuenssberg, 
L. Lamont, A. H. D. Large, A. R. Laurence, R. M. McGregor, 
D. W. MacLean, G. MacNaughtan, W. W. W. McNeish, D. H. 
McVie. A. P. Motley, R. Scott, H. Sherry, and L. Wilkie. 


*Those taking 


should be distributed to the doctors taking part in such a 
way that neither doctor nor patient would know which was 
being administered. Capsules of 10 mg. of phenoxybenz- 
amine and capsules of lactose were put in similar bottles, 
each bottle having an individual code number, the code 
being known only to the pharmacist. The practitioners 
concerned received equal numbers of bottles of phenoxy- 
benzamine and of lactose, but the sequence of each set 
differed. 

It was agreed that the patients should be told the object 
of the trial, that they should be given an explanation of 
the “ double-blind" method, and that neither doctor nor 
patient should be asked to take part in this trial if either 
knew of any other medical substance which was believed 
by them to be effective in the treatment of chilblains. 

The action of phenoxybenzamine was explained to each 
doctor taking part and the possible undesirable effects were 
described. The patients were told that they were taking part 
in the trial of a new drug, and treatment was begun 
cautiously with one capsule a day. If no undesirable effects 
had occurred and if cure had not been achieved at the end 
of the first week the dose was increased to two capsules a 
day during the second week. Similarly, the dose was raised 
to three capsules a day during the third and fourth weeks. 
If cure had been achieved at the end of the fourth week, 
treatment was continued with the same substance—whether 
it was phenoxybenzamine or lactose—until the end of the 
chilblain season or until the patient defaulted. If, on the 
other hand, there had been no cure at the end of four weeks, 
capsules known to contain phenoxybenzamine were given, 
beginning cautiously and continuing until the doctor felt 
that enough treatment had been given or the patient wished 
it to be stopped. The doctor might, if he thought fit, decide 
to give another form of treatment at the end of the fourth 
week. All treatment after the first four weeks, whether by 
phenoxybenzamine or lactose, was regarded as outside the 
trial, and none of these later results was used in the assess- 
ment. The trial, for any patient, lasted therefore for four 
weeks or less, but never more. 

During the period of trial each doctor was expected to 
state in the appropriate column of the card, at the conclu- 
sion of each period—first, second, third, and fourth weeks— 
whether the outcome of the treatment was “ good,” “ fair,” 
or “poor.” Good meant complete remission of the 
chilblains, poor meant no apparent effect from treatment, 
and fair meant some clinical improvement. The doctor was 
also asked to give in the appropriate space a final assessment 
at the end of each individual's trial period of four weeks 
or less. 

It was eventually decided, since the numbers were rela- 
tively small, to add those assessed fair and poor together 
for statistical purposes. 

Results 

Of the 128 patients who took part in the trial, only 62 
completed the course ; 41 fell by the wayside in one way or 
another, but had continued treatment long enough to make 
analysis of the results possible ; 9—all of whom, as was 
shown later, were taking phenoxybenzamine—had to be 
withdrawn from the trial because of undesirable side- 
effects; 7 defaulted so early that no results could be 
recorded ; in 3 cases the cards were spoiled because of mis- 
understanding; and in 6 others the information was 
inadequate. 

Tabie I shows the age and sex distribution of the 121 
patients involved. It confirms our clinical impressions that 
chilblains are Jess common among older people and that 
they are found much more often in females than in males. 
It also shows that 59 were treated with phenoxybenzamine 
and 62 with lactose—about equal numbers. 

Table II shows the results of treatment. The two groups 
that are most strictly comparable are the 28 patients who 
received phenoxybenzamine continuously for four weeks, 
and the 34 who had lactose continuously over a similar 
period. The months when these patients received their 
treatment are shown in Table III. 
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There was a much higher ratio of good to not-good 
results (24:4) in those who received phenoxybenzamine than 
in those given lactose (17:17). The difference is statistically 
significant, and the likelihood of this result having occurred 
by chance is less than | in 100 


Taste and Sex Distribution 


| Age in Years 


Treatment Sex |- - - Total 

| <20 20-39 | 40-59 | 60 | 

Phenoxybenzamine F 10 26 18 3 $7 
hydrochloride M - i i | 2 

Control! 18 23 16 58 


In two cases no age was given 


Taste I.—Results Grouped According to Duration of Treatment 


Duration! Assessment | 
Weeks | Good Fair Poor | 
Phenoxybenzamine J | <4 il 16 
\| Total 6 3 44 
il 34 
25 
Control <4 14 | 7 
Total | 31 | 10 


Taste Il.—Month When Four Weeks’ Continuous Treatment 
was Started 


Dec. | Jan. | Feb | March | 


Treatment Total 
Control 12 9 | | 34 
Phenoxybenzamine hydro- 
chloride | 6 15 | 6 | 1 28 
TaBLe IV 
Assessment 
Treatment Age Total 
Group Good | Not Good 
Phenoxybenzam ne 40. 10 3 13 
> 
Total 30* 28 


* One patient whose age Was not given is omitted from this total. 


When all the results shown in Table II are included, the 
group of those receiving phenoxybenzamine and the group 
receiving lactose are not so strictly comparable, because 
the period of treatment and observation varied consider- 
ably from patient to patient in those who were under treat- 
ment for less than four weeks. The reason that treatment 
ceased in less than four weeks was that some patients did 

not return for 
a further assessment 
or further supplies, 
and others were 
cured or had lost 
interest. A rough 
assessment, how- 
ever, was made 
between these two 
larger groups, and 
it shows that 
among those re- 
ceiving phenoxy- 

JAN, FEB. MAR. APR. benzamine the 

coop ratio of good to 
Ratio of “ good ” to “ not good" accord. "Ot good was 35:9, 

ing to month of assessment. whereas in those 

receiving lactose it 

was 31:28 (Table IV). This difference is also statistically 

significant, and the likelihood of this result having occurred 
by chance is again less than 1 in 100. 
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The Chart shows the ratio of good to not good for 
patients receiving lactose, according to the month of assess- 
ment. The ratio increases each successive month, and it 1s 
therefore tempting to ascribe this trend to presumably in- 
creasingly milder weather. The trend is not, however. 
statistically significant, and other factors may well be 
involved. 

Discussion 

The results indicate that phenoxybenzamine has a highly 
beneficial effect in the treatment of chilblains, The num- 
ber of drugs for which similar claims have been made is of 
course legion, but very seldom, if ever, has any statistical 
proof been adduced in support of the claims made. It is not 
here claimed, however, that phenoxybenzamine is the ideal 
drug for use in this condition, which, though often very un- 
comfortable, is not dangerous. Undesirable side-effects are 
not rare, and in 9 out of 59 patients given the drug these 
effects were of such severity that administration had to be 
stopped and the cases withdrawn from the trial. In addi- 
tion, undesirable side-effects of lesser degree occurred in a 
further 13 patients, making a total of 22. These undesirable 
side-effects included dizziness, paraesthesiae, tachycardia, 
swollen eyelids, lethargy, nasal congestion, and dryness of 
the mouth. In some degree counterbalancing this, seven of 
the patients receiving lactose had side-effects, including 
dizziness, headache, heartburn, and constipation ; and in one 
case dizziness was so severe that treatment had to be dis- 
continued. The incidence of side-effects in those treated by 
phenoxybenzamine, however, is higher than-in those treated 
by lactose, and, the difference being statistically significant, 
the side-effects can in part at least be attributed to the drug 
itself. 

In these days of chemotherapy and antibiotics it is 
commonplace, even in general practice, to give drugs which 
have undesirable side-effects. In grave diseases or those which 
cause serious or long-continued discomfort the possibility of 
these fairly serious side-effects is often outweighed by the 
great benefit conferred by a potentdrug. Adifferent criterion 
has perhaps to be applied in judging undesirable side-effects 
in a condition such as chilblains. On the other hand, it is 
quite possible that a more cautious initial stage, and one 
which was more prolonged, would result in fewer patients 
failing to tolerate the drug. 

The results of this inquiry being of statistical significance, 
it might well be worth while to repeat the trial on a larger 
numerical basis with a view to substantiating the present 
figures and arriving at the optimum dosage. 


Summary 

A “double-blind” controlled trial is described in 
which 128 patients with chilblains were treated with 
phenoxybenzamine or lactose. In 103 cases the results 
were analysed, the remainder being rejected for various 
reasons. 

Both in the group of patients who completed a full 
course of four weeks’ treatment and in the larger group 
which included also those under treatment for a shorter 
period, the results in patients who received phenoxy- 
benzamine were significantly better than in those who 
received the control substance. It is therefore concluded 
that phenoxybenzamine has a definitely beneficial effect 
in the treatment of chilblains. 

Undesirable side-effects occurred with both phenoxy- 
benzamine and lactose. It was shown statistically that 
this was due, in part at least, to phenoxybenzamine. The 
significance of the side-effects of this drug is discussed. 


We thank Professor D. M. Dunlop for his helpful advice 
throughout the investigation; Dr. P. L. McKinlay for his critical 
survey of the results; and Dr. A. Hall Ratcliffe for his design of 
the investigation and the analysis of the results. We are indebted 
to Dr. Kenneth Carter and Messrs. Smith, Kline and French for 
the supply of “ dibenyline (phenoxybenzamine) and control 
capsules. 
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INFLUINZA EPIDEMIC IN SINGAPORE 
CHILDREN 
CLINICAL IMPRESSIONS 
BY 
YEOH OON SWEE, M.B., B.S. 
AND 


HELEN DOURADO, M.B., B.S. 
From the Paediatric Unit, the General Hospitai, Singapore 


An epidemic of influenza swept over Singapore during 
May, 1957, and spread to the Federation of Malaya. 
Though both children and adults were affected, only the 
children who were admitted into the paediatric unit of 
the General Hospital, Singapore, are discussed here. It 
must be emphasized that during the influenzal epidemic 
only the severe cases, especially those with fits, were 
admitted. The less 

severe cases were 


treated in the out- 220 

patient department. 200 1957 ——~ 
The 250 cases of 1956 e--« 

influenza diagnosed iso} 


clinically are dis- 
cussed, In nine cases 
virus studies were 
done (see Table 
Il). Often a_his- 
tory was obtained 
of other members 
of the family being 
affected with milder 
forms of the dis- 
ease, To ensure an 
accurate clinical 
record the medical 
staff of the paedi- 
atric unit met fre- 
quently during and 
after the epidemic. 

The increase in 
the number of ad- 


NUMBER PER WEEK 
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Clinical Manifestations 


Age.—The maximum incidence occurred in the 1-S-year 
age group, though the youngest child affected was 2! days 
old. 

Sex.—No discrepancy in the sex distribution was noticed. 


Symptoms.—The onset was typically sudden, the disease 
reaching its maximum intensity in one to two days. The 
attack often started with a mild dry irritative cough, fol- 
lowed by a sudden onset of high fever, unassociated with 
rigors. Vomiting was common in younger children and 
occurred soon after taking feeds. Fits were very common. 
In 110 out of 250 cases fits were the prominent feature and 
were often the symptom that induced the parents to bring 
the child to hospital. The fits occurred suddenly and lasted 
for several minutes; repeated attacks one after the other 
were the rule rather than the exception. 


Physical Examination.—The temperature ranged from 100 
to 105° F. (38.7 to 40.6° C.), though hyperpyrexia of 105 to 
107° F. (40.6 to 41.7° C.) was not unusual. Flushing of 
the skin was common, and in a few cases patches of erythe- 
matous weals of 
varying sizes, re- 
sembling urticaria, 
were seen. The 
throat was frequently 
red and granular. 
Nasal discharge was 
not very common 
and conjunctival in- 
jection was seen in 
only a few cases. 
The pulse was 
usually rapid, and a 
few cases showed 
peripheral  circula- 
tory collapse. Clinic- 
ally the lungs were 
usually clear, but in 
a third of the cases 
crepitations and 
rhonchi_ revealed 
bronchitis and 
bronchopneu- 
munia. The abdo- 
men was soft and 
not tender, the liver 
and spleen were 
usually not enlarged, 
though in a few 


ADMISSIONS 


missions and 
deaths during the 
epidemic can be 
seen from the 
Chart and Table I. 
The rise in the number of deaths can be explained by 
the large number of admissions, as the mortality rate 
remained about the same. 


15 29 12 26 12 
JAN. FEB. 


Taste I.—Number of Weekly Admissions and Deaths (January- 


June, 1957) 
Date | Admissions s Deaths Date | Admissions | Deaths 
January 1-7 93 17 | April 2-8 157 23 
7 8-14 116 | 19 9-15 136 27 
15-21 | «12 »» 16-22 130 17 

; 22-28 105 9 + 23-29 159 18 

February 4 a ae May 6 154 19 
February 5-i! 121 20 May 7-13 206 

12-18 139 16 224 46 

i 19-25 138 13 21-27 187 31 

26— 

March 4 147 14 June 3 151 18 
March | 133 1S | June 410 | 149 13 

12-18 133 16 127 21 

19-25| 130 1s 125 1s 

26- 2-30 112 13 

April 1 129 12 


26 49 
MARCH 


Showing the increase in the number of admissions and deaths during the epidemic, 
as compared with the corresponding period in 1956. 


cases the spleen was 
just palpable and 
disappeared when 
the fever subsided. 
The lymph nodes 
were not enlarged. In the central nervous system, drowsi- 
ness was a common feature, while those children with fits 
were often admitted in coma. Neck rigidity was not infre- 
quent and Kernig’s sign was positive in a few cases. 
Transient fine involuntary tremors of the hands were also 
seen in a few cases. 

Investigations.—The total white-cell count was often 
normal, though in the first one or two days leucopenia, and 
in the next few days leucocytosis, were noted. A lumbar 
puncture was done in all cases presenting with fits, and in 
all the cerebrospinal fluid was normal. A radiograph of 
the chest was normal or showed increased hilar markings. 
In cases complicated by bronchopneumonia patchy opacities 
were. seen. Serological tests on paired sera were done on 
nine cases. The first specimen (acute serum) was taken on 
the day of admission, and the next specimen (convalescent 
serum) 6-16 days later. By the haemagglutination inhibition 
tests, using the influenza type A/Singapore 1/57 strain, 
which was isolated from an adult during the same epidemic, 
five cases were positive and four were negative (see Table 
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I), Some of the cases giving a negative result may have 
been due to a different strain. 


Il 
Case No Age Acute Serum \Convalescent Serum 
i 3 years Positive (7) | Positive (14) 
2 9 months | Negative (8) » (0) 
3 2 years | = (8) | (19) 
it months | (20) 
6 (4) Negative (10) 
7 | year (2) (9) 
34 years (4) ah 
9 3 ee (2) (12) 


Figures in parentheses represent the day of illness on which blood specimens 
were taken 


Course.—The fever lasted three to five days and convales- 
cence was rapid in the uncomplicated cases. 


Variations According to Age 


Some features were more common in certain age groups 
than in others. 

Neonatal Period—Very few infants under 1 month were 
admitted into the hospital with influenza. 

Infants.—Vomiting of feeds was common, associated with 
parenteral diarrhoea in some cases. 

I-5 Years.—This age group suffered the brunt of the 
disease and included the largest number of severe cases with 
a high mortality. 151 of the 250 cases belonged to this age 
group, and of the 30 deaths 20 were in this group. Fits 
were characteristic and often followed one another in rapid 
succession. Peripheral circulatory collapse was the present- 
ing feature in a few cases, and might even develop during 
stay in hospital. The onset was sudden. The child was 
comatose, The pulse was not palpable, and the blood pres- 
sure could not be recorded. The axillary temperature might 
be normal, but the rectal temperature was 105 to 107° F. 
(40.6 to 41.7° C.). The mortality in these cases was very 
high. 

5-10 Years.—These children often complained of head- 
ache and general body aches. Constipation and profuse 
sweating were common. Epistaxis was almost confined to 
this group. The bleeding was so severe in some cases as to 
cause alarm, and often the blood from the nose was swal- 
lowed, and vomited later as coffee-ground material. Vomit- 
ing of clots of blood was seen in a few cases. 


Pulmonary Complications 


Persistent cough was the commonest complaint among 
the cases followed up as out-patients. Bronchitis and 
bronchopneumonia were seen in a third of the cases. These 
responded to sulphonamides or antibiotics. Two cases of 
lobar pneumonia were observed. 

Lung Abscess.—There were three cases. A 5-year-old 
girl had cough and pain in the left chest for one week be- 
fore admission : she had an abscess and consolidation of the 
lingula. A 6-year-old boy, with a history of fever and cough 
for nine days and breathlessness for four days, had con- 
solidation and multiple abscesses in the right upperlobe. An 
8-year-old boy had fever, breathlessness, and cough produc- 
tive of blood-tinged sputum for 40 days. He had an abscess 
in the right lung which had burst and produced an empy- 
ema. It was interesting to note that these cases developed 
symptoms during the last two weeks of the epidemic. 

Unilateral Empyema.—There were two cases. One case, 
referred to above, was the result of an abscess bursting into 
the pleural cavity. A 7-year-old girl after a week of fever 
and three days of cough and pain in the right chest was 
admitted with empyema on sthe right side. 

Bilateral Empyema.—Two boys, 8 and 9 years old, were 
admitted with bilateral empyema. One gave a five-day 
history of fever and cough before admission, the other gave a 
three-day history. The onset and symptoms in both were 
very suggestive of influenza. 
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Neurological Complications 

Tremors.—A 3-year-old girl had influenza with fits and 
bronchopneumonia. She gradually improved. On the tenth 
day of the illness she had coarse tremors and ataxia of all 
limbs, and this persisted till her discharge on the 28th day. 
A month later, in the follow-up clinic, the tremors had dis- 
appeared, but her legs were weak. The cerebrospinal fluid 
examined on the 2nd and 19th days was normal. 

Hemiplegia.—A boy aged 2 years had influenza with fits 
and bronchopneumonia. He was semicomatose and remained 
in that state for the next few days. On the sixth day of 
illness he was noticed to have a spastic hemiplegia on the 
left side. On the seventh day he was fully conscious. On 
the tenth day the spasticity had disappeared on the left side 
but appeared on the right side. This developed into a right 
flaccid hemiplegia without any hemianopia. On discharge 
on the 34th day he could move his right upper limb slightly, 
but was flaccid in the right lower limb. Prior to the illness 
he was able to walk and to recognize, call, and play with his 
parents, whereas on discharge he was unable to sit up and 
ignored his parents completely. The cerebrospinal fluid 
examined on the 4th, 9th, and 17th days was normal 

Delayed convalescence was seen in the severe cases, 
Lethargy in the convalescent period was not uncommon. A 
few children, who prior to the attack of influenza were abie 
to run about, complained of marked weakness of the legs for 
one to two months after the illness. 

Second attacks of influenza were seen in a few cases. The 
first attack was mild and the child was not taken to see a 
doctor. The diagnosis was based on a typical history of 
slight fever, cough, and coryza. The second attack occurred 
7 to 10 days later, with a high temperature, and required 
admission into hospital. 


Prognosis and Treatment 


The majority of cases did well. Untoward signs were 
hyperpyrexia, persistent fits, and peripheral circulatory col- 
lapse. The majority of deaths occurred in the first 24 hours 
after admission. 

Among the 250 cases diagnosed clinically as influenza there 
were 30 deaths. Permission for necropsy was obtained in 
25 cases, and the post-mortem diagnoses were: influenzal 
bronchopneumonia in 13 cases, bronchopneumonia in 11 
cases, and bronchopneumonia with enteritis in one. It was 
our impression that many clinical cases of influenza were 
recorded as bronchopneumonia. 

During the period of the epidemic, 1,231 patients were 
admitted, of whom 196 died. In 175 cases necropsy was 
performed, The post-mortem diagnoses were as follows: 
bronchopneumonia, 51 ; influenzal bronchopneumonia, 24 ; 
bronchopneumonia with gastro-enteritis, 13; lobar pneu- 
monia, 10; collapse of lung, 4 ; acute bronchitis, 3 ; gastro- 
enteritis, 25; purulent meningitis, 7; congenital heart, 5; 
encephalitis, 3 ; miscellaneous, 30. 

No specific drug was found to be effective against in- 
fluenza. Treatment was mainly symptomatic. The sulphon- 
amides and antibiotics were useful in preventing and treating 
secondary infections. Cortisone was used for some cases 
with circulatory collapse. It appeared to be of value in the 
case of a 4-year-old girl who had peripheral circulatory 
collapse and hyperpyrexia, and who was in coma for two 


days. 
Case Reports 

Case 1. A Typical Case with Fits—A 3-year-old Indian 
boy was admitted on May 8, 1957. For three days he had a 
running nose, and at 10 a.m. on the day of admission he 
had a sudden onset of high fever. At 10.30 a.m. he had a 
fit, consisting of clonic spasms with loss of consciousness. 
At 11 a.m. he had another fit. On examination he was 
conscious but irritable, and his temperature was 104° F. 
(40° C.). The throat was red. The pulse was 160 a minute. 
There was nothing abnormal in the heart, lungs, or abdomen. 
There was no neck rigidity, and Kernig’s sign was negative. 
Another fit occurred in the ward, and this was controlled by 
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L. 5%, M. 7%, E. 3%). C.S.F. cells, 1; total protein, 
20 mg. per 100 mil.: globulin absent: sugar present ; 
chloride 700 mg. per 100 ml. He was treated with sulpha- 
diazine and alkaline potassium citrate mixture. The tempera- 
ture subsided to normal on the third day of admission and 
he was discharged on May 11. 

Case 2. Epistaxis as a Presenting Symptom.—A 5-year- 
old Chinese boy was admitted on May 15 with the com- 
plaint of fever for four days, bleeding from the nose the 
night before admission, and vomiting of dark-coloured 
material on the day of admission. On examination the 
temperature was 101° F. (38.3° C.). There was fresh bleed- 
ing from the nose. There were no petechiae or ecchymoses 
in the skin. Nothing abnormal was found in the heart, lungs, 
abdomen, or nervous system. In the ward he vomited coffee- 
ground material. The epistaxis was controlled by packing 
the nose with gauze soaked in adrenaline. W.B.C. was 3,600 
(P. 67%, L. 27%, M. 6%, E. 0%). The platelet count was 
90,000 per c.mm. and the next day it was 110,000 per c.mm. 
The temperature became normal and he was discharged on 
May 17. 


Case 3.-A 3-year-old Chinese boy was admitted on 
May 20 at | a.m. He had fever and cough for one day, 
and on the day of admission he passed loose motions on 
four occasions. He had a fit during the night. On examina- 
tion he was conscious. The temperature was 104° F. 
(40° C.). The skin was hot and dry; the throat was red 
and granular, and the tonsils were enlarged. The pulse was 
140 a minute. There was nothing abnormal in the heart, 
lungs, or abdomen. There was no neck rigidity, and Kernig’s 
sign was negative. W.B.C. was 8,900 (P. 83%, L. 12%, 
M. 4%, E. 1°..). He died the same day at 9.15 a.m. Necropsy 
Report (Dr. C. S. Muir): The heart appeared normal, as were 
the pharynx and larynx. The trachea was oedematous and 
showed slight congestion. The right lung showed a 
violaceous mottling with a large collapsed area 3 by 9 by 
3 cm. at the base of the lower lobe. The cut surface showed 
bronchopneumonic change, The left lung showed broncho- 
pneumonic change. The large intestine showed a few small 
ulcerated areas about 0.5 cm. across. The liver showed 
fatty change. The renal tract appeared normal. The 
pancreas, adrenals, thyroid, and spleen appeared normal. 
The brain was congested. The cause of death was influenzal 
bronchopneumonia. 

Case 4. Case with Peripheral Circulatory Collapse.—An 
&8-months-old male Chinese child was admitted on May 20. 
For the last three days he had diarrhoea, passing watery 
yellow stools 10 times a day, and for two days had slight 
fever and vomited his feeds. On examination he was 
sitting up in bed. His temperature was 101° F. (38.3° C.) 
and he was not dehydrated. The throat was red and the 
tonsils were enlarged. There was nothing abnormal in the 
heart, lungs, abdomen, and central nervous system. On the 
morning of May 21 the temperature was normal, He was 
taking his feeds well. The stools were still watery. At 
2.10 p.m. he suddenly had peripheral circulatory collapse. 
He was comatose. There was peripheral cyanosis. The 
pulse was not palpable. Respiration was rapid and shallow. 
The axillary temperature was 99° F. (37.2° C.), but the 
rectal temperature was 107° F. (41.7° C.). In spite of active 
sponging he died at 2.30 p.m. Necropsy Report (Dr. T. 
Balasingham): The child was well nourished. The heart 
showed slightly dilated right chamber. The muscle and 
valves were normal. The mucosa of the larynx and trachea 
was injected, and the lumen contained excess mucus. The 
lungs were slightly voluminous and reddish in colour. Both 
lungs showed patches of bronchopneumonia, and these areas 
were friable. The mucosa of the bronchi was injected. The 
spleen was twice the normal size, its capsule being tense. 
The pulp was swollen, red, and firm. Lymph follicles were 
indistinct. The liver and kidneys showed cloudy swelling. 
The stomach and intestines were normal. The mesenteric 
glands were prominent. The brain was injected. The cause 
of death was bronchopneumonia, probably influenzal. 
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Summary 

An account is given of the clinical impressions of the 
influenzal epidemic as seen in 250 cases admitted into the 
paediatric unit of the General Hospital, Singapore. 

The common presenting symptoms were sudden onset 
of fever, cough, and fits. The 1-—S-year age group 
appeared to be most affected. 

The main complications 
neurological. 

The number of admissions and deaths increased con- 
siderably during the epidemic, and the causes of death 
as revealed by necropsy are given. 

There was no specific treatment. 

Four typical cases with different features are described. 

We wish to acknowledge the guidance and encouragement of 
Dr. C. Elaine Field, paediatric specialist, General Hospital, 
Singapore, who provided the stimulus for this paper. We are 
also indebted to Dr. G. Smith and Dr. Quah Quee Guan for 
invaluable advice and criticism; to Dr. A. Heah for compiling 
the figures and drawing the graph for the admissions and 
mortality; to our colleagues in the paediatric unit for their co- 
operation and assistance; to Dr. Lim Kok Ann, of the bacterio- 
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The availability of glucose oxidase (notatin), first de- 
scribed by Miiller (1928) and studied in detail by Keilin 
and Hartree (1948a), an enzyme which specifically 
oxidizes 8-glucose to gluconic acid with the formation of 
hydrogen peroxide, has resulted in the development of 
rapid qualitative tests for glucose in biological fluids and 
especially in urine (Adams, Burkhart, and Free, 1957; 
Luntz, 1957). 

The use of this enzyme for the quantitative’ estimation 
of glucose has also been described: Keilin and Hartree 
(1948b) measured the oxygen uptake during the reaction, 
and Froesch and Renold (1956) the decrease in copper- 
reducing ability after complete destruction of the glucose 
by the enzyme. In both these methods the hydrogen 
peroxide formed was decomposed by catalase. However, 
while they are accurate these procedures are too time- 
consuming for routine clinical work. 

Keston (1956) and Teller (1956) showed that when 
peroxidase is employed instead of catalase and a suitable 
chromogenic oxygen acceptor is added to the system, the 
colour produced is a measure of the amount of glucose 
originally present. The commercial urine-testing strips 
“ clinistix” and “tes-tape” utilize this reaction, and 
Kohn (1957) has described the use of clinistix for the 
rapid but approximate determination of blood glucose. 

The work here described was initiated with the object 
of devising a rapid and simpie enzyme method which 
could be employed when a large number of blood 
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samples have to be analysed in a short time, as is neces- 
sary, for instance, in a diabetic clinic. We describe how, 
with a suitably buffered solution of glucose oxidase, 
peroxidase, and o-tolidine, glucose can be estimated in 
blood and C.S.F. with the accuracy of the best copper- 
reducing methods, more simply and quickly and without 
the use of heat: 
Method 

Reagents Used.—(\) Phosphate buffer, 0.5 M, pH 5: to 
100 volumes of 0.5 M KH»PO, (analytical reagent) are added 
3.4 volumes of 0.5 M NaeHPO,.2H,O, “ Sérensen’s salt.” The 
pH should be checked. (2) Glucose oxidase: glucose oxidase 
powder (Sigma Chemical Co., potency 1,500 units per g.) and 
the liquid preparation “ fermcozyme” (Fermco Chemicals 
Inc.. potency 750 units per ml.) are equally suitable. 
(3) Peroxidase: “ POD" (Boehringer and Soehne G.M.B.H.), 
a horse-radish peroxidase. This is expensive but economical 
in use. A stock solution containing 20 mg. per 100 ml. of 
the phosphate buffer may be kept in the refrigerator for at 
least two weeks. (4) o-Tolidine: a 1% solution of o-tolidine 
(A.R.) in ethanol. This should be kept in a brown bottle 
away from light. (5) NaCl, 0.9%. (6) ZnSO«7H20, 5°. 
(7) NaOH, 0.3 N. 

(8) Buffered Enzyme-dye Solution.—{a) Using glucose 
oxidase powder: 250 mg. of the powder is dissolved in about 
80 mi. of the phosphate buffer, 5 ml. of the stock peroxidase 
solution is added and the volume made up to 100 ml. with 
the buffer solution. This will keep in the refrigerator for at 
least two weeks. On the day of use | ml. of the o-tolidine 
solution is added to 100 ml. of this buffered enzyme solu- 
tion with shaking and the mixture filtered ; the filtrate should 
be protected from strong light, and if subsequently a fine 
precipitate forms this must be filtered off before use. The 
final concentration of peroxidase is 1 mg. per 100 ml. 
(b) Using fermcozyme: 0.5 ml. of this solution can replace 
the 250 mg. of glucose oxidase powder in the preparation 
described under (a), the amounts of peroxidase and 
o-tolidine remaining the same. Fermcozyme can be kept 
in the refrigerator for many months without loss of potency. 

All commercial preparations of glucose oxidase contain 
catalase, which, if present in sufficient concentration, will 
prevent colour formation by competing with peroxidase for 
hydrogen peroxide. In the above solution, however, the 
peroxidase is present in excess and the colour production is 
adequate. 

(9) Glucose Standards.—A permanent stock solution con- 
taining 100 mg. of pure glucose per 100 ml. is prepared in 
water saturated with benzoic acid. From this, standards 
containing 5, 10, 20, 30, and 40 mg. of glucose per 100 ml. 
are prepared by dilution with water saturated with benzoic 
acid; these are kept cold. The stock glucose solution 
should be prepared about 24 hours before use to allow the 
equilibrium mixture of «- and 8-glucose to be attained. The 
solid sugar is usually predominantly the @ form in com- 
mercial preparations, and, since glucose oxidase reacts only 
with 8-glucose, a freshly prepared solution will not produce 
maximum colour if there should be insufficient gluco- 
mutarotase in the sample of glucose oxidase used. 


Standardization of the Buffered Enzyme-dye Solution 

The blue colour produced on the addition of glucose to 
the buffered enzyme-dye solution rapidly reaches a maxi- 
mum and then fades at a slower rate. At the concentration 
of glucose oxidase recommended (375 units per 100 ml.) the 
addition of 0.2 ml. of glucose standards containing 5 to 
40 mg. per 100 mi. to 4 ml. of the buffered enzyme-dye 
solution results in colour development which reaches a 
maximum at 10 to 12 minutes (Fig. 1). To counter possible 
variations in the potency of commercial enzyme prepara- 
tions the following test should be made: to 4 ml. of the 
buffered enzyme-dye solution in a 6 by } in. (15 by 2.2 cm.) 
test-tube is added 0.2 ml. of a 20 mg./100 ml. standard 
glucose solution. The colour is read at intervals of one 
minute on a photoelectric absorptiometer at 680 my and the 


time taken to reach maximum absorption noted. If this is 
not 10 to 12 minutes the amount of glucose oxidase is either 
increased or decreased until the right amount is found. 
Under the foregoing conditions the logarithm of the time 
taken to reach maxi- 
mum colour is 
approximately pro- 9° « 
portional to the 
logarithm of the 
glucose oxidase con- 
centration. The 
amount of peroxi- J 
dase recommended 
should be ample in 


all cases. 
Procedure for Blood 
and C.S.F. o 
To 1 mi. of 09% & 
NaCl is added 0.2 Gok d 


ml. of blood (capil- 


lary, oxalated, or 


heparinized venous 
blood; sodium 
fluoride is suitable 
in concentrations of 
not more than 10 ra 
mg. per 1 ml. of 
blood), 0.4 ml. of 
5% ZnSO, is then 
added, followed by 

2 8 10 14 6 20 


0.4 ml. of 03 N 

NaOH, with shaking fig. 4. ~Graphs of colour development, 
after each addition. using 4 ml. of buffered enzyme-dye solu- 
tion should be car and 50 per 100 
ried out promptly, absorptiometer, 1 cm. cell. 
but, if for any reason Kodak No. 570 (680 my) filters. 
this cannot be done, 

when using freshly shed blood the 0.9% NaCl should con- 
tain 50 mg. of potassium oxalate per 100 ml. to prevent 
clotting. The mixture is either centrifuged or filtered 
through a 4.25-cm. Whatman No. 41 filter paper. 

Then 4 ml. of the buffered enzyme-dye solution is pipetted 
into a 6 by { in. test-tube and 0.2 ml. of clear blood filtrate 
is added and mixed by a gentle swirl. Suitable standards, 
0.2 ml. of each, are likewise added to 4 ml. of the buffered 
enzyme-dye solution at intervals of one minute. Up to 10 
analyses, including the standards, may be carried through in 
one batch. After standing at room temperature for 10 
minutes the blue colour is read at 680 my against a blank 
of buffered enzyme-dye solution. For greatest accuracy 
both standards and filtrates should be read at 10 minutes 
precisely, as was done in these studies ; little error is in- 
curred, however, by reading over the period of 10 to 16 
minutes. The unknowns are read from a curve constructed 
from the standard values, which should be determined daily 
and for each new batch of buffered enzyme-dye solution so 
as to eliminate minor errors due to temperature fluctuation 
and slightly varying enzyme concentration. The blue colour 
is linear for blood-glucose values up to at least 400 mg. 
per 100 ml. If the blood glucose is found to be higher than 
this, 0.1 ml. of blood filtrate should be. added to 4.1 mil. of 
enzyme-dye solution for greatest accuracy. 

In the C.S.F. procedure 0.4 ml. of C.S.F. is added to 
0.8 ml. of 0.9% NaCl, the solution is deproteinized, and the 
colour produced by 0.2 ml. of the filtrate is measured as in 
the procedure for blood ; the glucose concentration found, 
divided by two, gives the C.S.F. value. 


Results 
It is well known that many methods in common use for 
the determination of blood sugar are really a measure of 
the total copper-reducing substances, which, in addition to 
glucose, include fructose, amino-acids, glutathione, phos- 
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phorylated hexoses, glyceraldehyde, etc. Hardine and 
Downs (1933) devised a method which does not include these 
non-glucose reducing substances; this was modified by 
Asatoor and King (1954), and it is their method which was 
used in comparison with the enzyme method described in 
this paper. In many instances the sugar was also determined 
simultaneously by the method of MacLean. The results are 
shown in Fig. 2. There is statistically a high degree of 
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FG. 2.—Blood glucose by enzyme method versus those of Asatoor 
and King (full line=observed regression (vy =6.86+0.980x) ) and 
of MacLean. 


correlation (r= +0.995) between the enzyme method and 
that of Asatoor and King (based on 64 parallel estimations). 
MacLean’s method, on the other hand, gave generally higher 
values. This proves not only the accuracy of the enzyme 
method but, since this is specific for glucose, the virtue of 
this particular copper method for the estimation of true 


glucose. 
Discussion 


A modified Somogyi method for deproteinization, whereby 
blood is delivered first into an isotonic solution, was adopted 
in this work so as to be comparable with the procedure of 
Asatoor and King (1954), in which the red cells are also not 
lysed. However. the specificity of the enzyme method is 
such that the values obtained are the same whether or not 
the blood is haemolysed before deproteinization. We 
favour the method described in this paper because it 
produces a less bulky precipitate and more filtrate is 
obtained. No difference was found when deproteinization 
was performed immediately, compared with a delay of five 
minutes to allow theoretically for complete diffusion of 
glucose from the intact red cells. If, however, the usual 
order of addition of ZnSO, and NaOH to laked blood was 
reversed, values consistently 3 to 4% higher were obtained. 
This may have been due to the liberation of glucose from 
some complex combination under the action of alkali. 

Huggett and Nixon (1957a, 1957b) have published a 
method also based on that of Keston (1956), and Teller 
(1956), using glucose oxidase powder and _ peroxidase. 
They used o-dianisidine as the chromogenic oxygen acceptor 
and carried out the reaction at pH 7 at 35°C. Their method 
has the advantage that the orange-brown colour developed 
during the reaction is stable for some hours ; on the other 
hand, a thermostatically controlled water-bath is necessary 
and full colour is not attained until after the lapse of 
60 minutes. It is not therefore so well adapted to the 
purpose we had in mind as the method described above. 

it would appear that the enzyme method gives true values 
for the glucose content of the fluids analysed. In the case 
of blood and C.S.F. these values are lower than are given 
by such methods as those of MacLean, Shaffer-Hartman, and 
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Folin and Wu, and the normal fasting blood glucose will be 
found to be from 50 to 90 mg. per 100 ml. The maximum 
value after an oral dose of 50 g. of glucose in the normal 
person is approximately 160 mg. per 100 ml. 

The accuracy of the enzyme method is of such a high 
order that it will be found invaluable not only in clinics but 
in laboratories, where it can replace the usual copper- 
reducing methods with great economy in time and materials. 


Summary 

A rapid and accurate colorimetric micro-method for 
the estimation of glucose in blood and C.S.F. is described 
in which no heat is required. The procedure utilizes a 
suitably buffered solution of glucose oxidase, peroxidase, 
and o-tolidine of pH 5. 

In the case of blood it has been shown that there is a 
close correlation between the values given by this method 
and that of Asatoor and King. Since the enzyme is 
specific for glucose the values obtained are lower than 
those given by copper-reducing methods such as that of 
MacLean, which include reducing substances other than 
glucose ; this also applies to C.S.F. 

The normal fasting blood glucose is found to be from 
50 to 90 mg. per 100 ml., which after oral glucose rises 
to a maximum of approximately 160 mg. per 100 ml. in 
normal subjects. 

We wish to thank Mr. L. J. Taylor, of Hughes and Hughes 
Ltd., for his helpful co-operation and for samples of fermcozyme. 

The British agents for the enzyme preparations are: fermcozyme 
solution, Hughes and Hughes Ltd., 35, Crutched Friars, London, 
E.C.3; glucose oxidase powder, G. T. Gurr Ltd., 136-8, New 
King’s Road, London, S.W.6; peroxidase powder, Courtin and 
Warner Lid., Bellards Old Brewery, Lewes, Sussex. 
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Dr. C. A. Boucher, speaking at the annual meeting of 
the Distressed Gentlefolk’s Aid Association on October 24, 
pointed out that old age did not begin suddenly at a certain 
time. Gradual deterioration in hearing and vision might 
commence in middle age. He said that the rather pre- 
valent attitude of regarding old people as different beings 
needing special care and attention was not necessarily the 
right one. Old people, with a lifetime’s experience behind 
them, were used to helping others, and therefore needed help 
and companionship rather than “Sugary sympathy.” The 
Distressed Gentlefolk’s Aid Association clearly recognized 
the needs of the infirm in its homes, where it provided 
well-qualified staff and gave security to its residents. The 
building of a new home in Vicarage Gate, London, for 
42 nursing cases and seven ambulant cases was to be wel- 
comed. Contributing also to a solution of this problem 
is the Friends of the Poor and Gentlefolk’s Help Society, 
which has ten homes for old people. An anonymous gift 
of £40,000 was announced at a recent meeting of this 
society, at which PRINCESS MARGARET presided. With this 
gift another residential home had been bought in 
Hampshire, providing accommodation for 25 to 30 people. 
Princess Margaret said’ that the generosity of the trustees 
of the London Parochial Charities had enabled them to 
add a new wing to the home in Hampstead. The society 
was now spending more than £100,000 a year, of which sum 
it had to find more than half: over the past ten years there 
had been an average deficit of £10,000 a year. 
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The clinical picture of haemophilia can be simulated by 
a deficiency of any of the essential factors required for 
the normal generation of plasma thromboplastin (Biggs, 
Douglas, and Macfarlane, 1953). The blood-clotting 
anomaly known as Christmas disease (Aggeler et al., 
1952: Biggs et al., 1952) is perhaps the most notable in 
this respect, for it comprises Bridge anticoagulant (Nour- 
Eldin and Wilkinson, 1957, 1958) and it is also inherited 
in a similar manner to classical haemophilia. The 
method of inheritance of haemophilia as a sex-linked 
recessive character has been deduced from clinical ob- 
servations, and was further confirmed when Israéls ef al. 
(1951) and Merskey (1951) found haemophilic females 
whose family histories were in agreement with it. Fur- 
thermore, the transmission of haemophilia in dogs 
(Brinkhous and Graham, 1950) was also found to con- 
form to this pattern. 

In the present paper we describe a haemophilic family 
in whom the disease had been inherited in the usually 
accepted way, but has deviated from it in the most 
recent generation. 

Methods 

Reagents.—-A\(OH)s suspension was prepared by the 
method of Quick (1951). Serum, platelet suspension, and 
plasma were prepared as described by Biggs and Macfarlane 
(1953). Antihaemophilic globulin was separated from 
bovine plasma by the citrate and phosphate precipitation 
method cf Bidwell (1955); a solution was used containing 
1 mg./ml. 0.9% NaCl. 

Blood-clotting tests were carried out essentially as des- 
cribed by Biggs and Macfarlane (1953). For convenience of 
expression in recording the thromboplastin generation test, 
the activity at the sixth minute was expressed as a percen- 
tage of average normal from a previously constructed dilu- 
tion curve. Tests of capillary function: the nail-bed 
capillaries were inspected, magnified 20 times, by a Zeiss 
binocular dissecting microscope; the Hess test and bleed- 
ing-time estimations were carried out as described by 
Whitby and Britton (1950). Clot retraction was carried out 
according to Macfarlane (1939). The concentration of 
fibrinogen was determined as described bv Varley (1954). 
Paper electrophoresis: a barbitone buffer pH 8.6 was used 
in a vertical tank (Flynn and de Mayo, 1951). 


Clinical Features 


The family tree is here shown. The individuals numbered 
in generations IV-VI have been repeatedly examined by us 
and their personal histories are summarized below (with the 
exception of ITV 2). Unless otherwise stated, clinical examin- 
ation did not disclose any signs of other disease. Informa- 


tion about the previous generations (I-III) was provided by 
patient IV (E. T.) from careful family records. It will be 
noted that female haemophiliacs occur in the fifth generation 
as a result of a first-cousin marriage. The two affected 
females in the sixth generation are, however, the offspring of 
the female bleeders (V 2 and V 4) of the fifth generation and 
normal males showing no clinical or laboratory evidence of 
haemophilia. 

E. T. UV 1).—Aged 60. This female patient has rheuma- 
toid arthritis. As a young woman she tended to bruise 
more readily than usual. Her medical history, apart from 
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Family tree, B= Affected @= Affected females. = carriers. 


menorrhagia. was not suggestive of any haemorrhagic 
diathesis. For the last few years she has not had any 
abnormal bleedings. 

A.W.T.(V 1).—Male aged 34. His tonsils were removed 
during childhood without excessive bleeding. No haemor- 
rhagic tendency has been noticed. He has two healthy 
children aged 9 and 13 years respectively. 

D. C. (V 2).—Female aged 30. This patient gave a his- 
tory of severe menorrhagia, while repeated attacks of 
epistaxis have troubled her for a long period. She bruises 
easily and spontaneously, and protracted haemorrhages have 
occurred after each tooth extraction. Although her only 
labour was not complicated by severe haemorrhage, it was 
succeeded by daily vaginal bleedings for three months. 

L. J. T. WV 3)——A male aged 28 with no history of any 
bleedings even after teeth extractions. 

E. R. (V 4)—Female aged 27. She has always bled 
cacessively after dental extractions, the average period in 
each case being seven days; in one instance, at the age of 
12 years, she was admitted to hospital following the ex- 
traction of three teeth. Tonsillectomy at the age of 3 
years led to a severe and protracted bleeding. in the course 
of which her life was in danger. She had a severe post- 
partum haemorrhage following the delivery of her only 
daughter. Her menstrual loss, although not so severe as 
that of her sister (D. C.), tends to be excessive. She has 
always bruised easily and apparently spontaneously, but 
gave no history of haemarthrosis or of any v.sceral bleeding. 

A. J, T. (V 5).—Male aged 21; has had no trouble with 
bleeding. As a child he sustained a severe laceration of 
his leg in a road accident without undue haemorrhage. 

F. T. (V 6).—Female aged 15; has had repeated slight 
epistaxis, but has shown no other haemorrhagic tendencies ; 
teeth have been extracted without incident and her men- 
strual loss has been normal. 

L. C. (WI 1).—Female aged 4; has bruised easily and 
spontaneously, and on two occasions she has bled exces- 
sively from minor lacerations of her buccal mucosa. 

J. R. (V12).—Female aged 2; is subject to easy and 
apparently spontaneous bruising. This feature was first 
noted at the age of 6 months, but she has as yet shown no 
other manifestations of a haemorrhagic state. 
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Laboratory Results 


Normal E.T. pc L.J.T. | E.R. | AJT. | | L. P.C. 
Values | avy} | WH | | WS (V6) | (VIL) | (VE2) 
Biood group (ABO and Rh(D)) ] O-+ B+ | B+ | A+ 
Blood-clotting time (min.) 5 7 54 54 
Prothrombin consumption index (°{) Up | | 
| below 10 it $5 
Thromboplastin from Al(OH),—plasma (°%) | 90-100 100 | 100 100 100 100 15 30 
Fibrinogen (mg. 100 mi.) | 200-500 287 376 om 
Platelets (10°/c.mm.) 200-500 291 362 424 | 401 410 =| 282 314 «(286 290 
P. C.—The husband of D. C. (V 2) and father of L. C. The two haemophilic daughters, D. C. (V 2) and E. R. 


(VI 1). He is in good health, and gave no history of a 
haemorrhagic state either in himself or in his family other 
than his daughter. Examinations of his blood did not disclose 
any blood-clotting anomaly. 

Unfortunately the father of J. R. (VI 2) was unavailable 
for examination, but he is and has been in good health with- 
out any history of bleeding episodes, nor was there evidence 
of any haemorrhagic diathesis in his relatives other than 
his daughter. 

No other members of the family were available for 
personal study. The histories obtained were consistent with 
the diagnosis of haemophilia in the male bleeders. Thus 
A. T. (IV 2), who was the husband and first cousin of 
E. T. (IV 1), suffered from recurrent haemarthrosis, epistaxis, 
and melaena necessitating repeated hospital admissions. He 
eventually died of a massive haemorrhage some years 
prior to this investigation. 


Laboratory Investigations 


Blood-clotting tests have been carried out on 10 members 
of the family listed above. The results of these, together 
with other relevant data, are presented in the accompanying 
Table. Quick's one-stage prothrombin time was normal in 
all samples of plasma. The thromboplastin generation test 
indicates a deficiency of a plasma factor in four of these in- 
dividuals. The plasma defect in our patients could be cor- 
rected by the addition of normal plasma or plasma from a 
person with Christmas disease, but haemophilic plasma had 
no corrective effect. No improvement in the formation of 
plasma thromboplastin was observed when our patients’ 
plasma was added to that of a known haemophilic patient. 
In addition, bovine antihaemophilic globulin was found 
to be effective in correcting the generation of thromboplastin 
from the plasma of these patients. 

The sera of these patients, as tested by the thromboplastin 
generation test, were normal; Christmas disease was ex- 
cluded. No circulating anticoagulant could be detected. 

All the patients examined gave a negative Hess test, 


normal blood-clot retraction, and normal findings on 
capillary microscopy. Serum electrophoresis showed nor- 
mal bands in all 10 sera examined. 


Discussion 


The clinical history and mode of transmission of the 
haemorrhagic diathesis in this family (see Diagram) suggested 
a diagnosis of either haemophilia or Christmas disease. The 
clotting defect in the blood obtained from some members of 
the family was found to be due to a deficiency of antihaemo- 
philic globulin. This has been proved by the thromboplastin 
generation test (Biggs and Douglas, 1953) as well as by 
the ability of normal and Christmas disease plasma and 
isolated antihaemophilic globulin to correct the defect. 

As shown in the family tree E. T. (IV 1) has from her first 
marriage one daughter who is apparently norma!. How- 
ever, on marrying a haemophilic person (her first cousin) 
two of her daughters were affected, demonstrating that she 
herself is*a carrier; none of her sons have inherited the 
disease. Nevertheless, the history up to this generation 
is still in conformity with the theoretical and observed mode 
of transmission of the haemophilic gene. 


(V 4), who are married to normal persons, have two daughters 
(VI 1 and VI 2) who are suffering from antihaemophilic 
globulin deficiency. This was not anticipated. being against 
the rule of a sex-linked recessive character. Although it is 
difficult to decide the true nature of this unexpected 
deviation, certain explanations may be offered. 

Sporadic cases of haemophilia, in which inheritance could 
not be established, seem to occur from time to time (Boggs, 
1934). In our series of 185 cases of haemophilia a positive 
family history could be elicited in 67°, only. This might 
indicate a spontaneous mutation of the sex cells of the 
female. It thus follows that the occurrence of haemophilia 
in the two female children in the recent generation of the 
family described in this paper might be due to a similar 
mutation of the other X chromosome, resulting in a homozy- 
gous female. This possibility seems to be supported also by 
the presence of both Christmas factor and antihaemophilic 
globulin deficiencies in one member of a family which pre- 
viously showed the latter deficiency only (Verstraete and 
Vandenbroucke, 1955). 

Another explanation is that the haemophilic trait ir these 
cases has assumed a dominant character instead of being 
a recessive one, This inheritance pattern has been reported 
in some cases showing a vascular abnormality (Singer and 
Ramot, 1956). Although the latter defect is absent in our 
cases, and the preceding family history points to the de- 
fect as having a recessive character, the presence of the 
anomaly in two female cousins seems to favour this view. 

By analogy with the observations of Hill and Hill (1955) 
on drosophilia, it may also be suggested that the mothers’ 
sex chromosomes might not have separated during meio- 
sis and the resulting zygote in the daughters would be XXX, 
thus having two affected chromosomes. 


Summary 
A family is reported with clinical and laboratory 
findings showing antihaemophilic globulin deficiency. 
The presence of the anomaly in two females cannot be 
explained by the accepted rule of a sex-linked recessive 
character related to haemophilia. 
Possible implications of this abnormal genetic feature 


are discussed. 
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Addison’s Disease Occurring in Sisters 


In an extensive review of Addison's disease, Guttman (1930) 
doubted the existence of a definite familial tendency, because 
of the infrequency of reports of occurrence in more than 
one member of the family. In a search through the litera- 
ture, 10 families were found in which it seems probable 
that Addison's disease occurred in more than one member. 
A further example of Addison's disease occurring in one 
family is reported. 
Case | 

In February, 1954, when aged 53, an unmarried woman 
complained of weakness in the limbs, tiredness, and cramps 
in the arms and legs. She had vomited on several occasions 
during the past week and had had moderate diarrhoea, 
passing two or three loose stools a day. 

Examination showed a very thin woman, lying with the 
hips and knees flexed. They were painful when attempts 
were made to straighten them, and these were followed by 
painful cramps in the muscles, with associated jerky flexor 
spasms. The skin was pigmented all over, the colour being 
light brown resembling a healthy sun-tan. The dorsal sur- 
faces of the hands and the face and neck were darker than 
the trunk. Irregular patches of brown pigmentation were 
found on the buccal mucosa. There was slight tenderness 
in both loins. The tongue was furred and the patient was 
dehydrated. Her blood pressure was 85/50. There were 
no other abnormal physical signs at this time. 

A diagnosis of Addison's disease was made and was con- 
firmed by Dr. P. E. Thompson Hancock, under whom she 
was admitted to the Royal Free Hospital on February 26. 

No other abnormality was noted after admission. Radio- 
graphs of the chest and abdomen were reported on as 
normal. Biochemical investigations at this time showed: 
serum sodium, 305 mg./ 100 ml. ; serum potassium, 28.9 mg. / 
100 ml. ; blood urea, 70 mg./100 ml. ; E.S.R. 28 mm. in the 
first hour: 17-ketosteroids, 1.75 me. 

She was treated with 12.5 mg. of cortisone twice daily and 
2 g. of salt thrice daily, and the dehydration was corrected. 
She responded immediately with rapid improvement. The 
blood pressure rose to 110/65. She was discharged on 
April 5 for one month’s convalescence. 

Biochemical investigations at the time of discharge showed : 
serum sodium, 319 mg./100 ml. ; serum potassium, 17 mg./ 
100 ml.; blood urea, 35 mg./100 ml. ; E.S.R. 17 mm. ; 17- 
ketosteroids, 3.31 mg 

She has been under observation since discharge from 
hospital and continues to take 25 mg. of cortisone and 2 g. 
of salt daily. She states that she has never felt so well. 
The blood pressure in July was 115/70. This has steadily 
improved, the last recorded figure being 135/75 in 
November, 1954. 

She is now fully recovered, and completely rehabilitated 
in her former occupation as a teacher. 


Case 2 


In February, 1954, it was noticed that an elder sister of 
the above patient, aged 61 and unmarried, was also fairly 
deeply pigmented like her sister. She was under the care 
of one of my partners (G.A.S.). It was suggested that she 
might also be suffering from Addison's disease. Her blood 
pressure was recorded as 95/65. There was a diffuse light- 
brown pigmentation of her skin similar to that of her 
sister, but with no buccal pigmentation. She complained 
of some muscular weakness but no cramps. The weakness 
she admitted to having been present for many years, and 
she stated that she did not take much notice of it. Bio- 
chemical investigations at this time showed normal serum 
sodium and potassium levels. 

In August, 1955, she complained of increasing weakness, 
breathlessness on exertion, and pain in the left chest 
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posteriorly on breathing deeply. The temperature orally 
was 99° F, (37.2° C.). Pigmentation was again noted, but 
there was no significant increase. She had marked postural 
weakness, The blood pressure was 90/60. There were no 
abnormal physical signs in the chest. It was thought that 
she might have had a cardiac infarction, and was advised 
to remain in bed. The next day she complained of increas- 
ing weakness and palpitation. She had vomited a number 
of times during the night. On examination she was lethargic 
and disorientated. There was gross weakness of the limbs. 
The systolic pressure was 65 mm. Hg; a clear diastolic 
pressure was not obtained. Biochemical investigations on 
August 26, 1955, showed: serum sodium 255 mg./100 ml. ; 
serum potassium, 30 mg./100 ml.; chloride expressed as 
NaCl, 470 mg./100 ml. 

She was admitted to the Royal Marsden Hospital on 
August 30, 1955, under Dr. Thompson Hancock. On ex- 
amination in hospital she was thin, but not wasted; dehy- 
drated ; no ankle oedema ; marked koilonychia, There was 
irregular pigmentation of the skin, most marked on the dorsa 
of the fingers and hands, flexures of elbows, cubital fossae, 
forehead, and the inner aspect of the lips. Small nodes 
were present in both axillae. Pulse was of very poor 
volume, slow but regular; blood pressure 75/55. Heart 
sounds were distant. Chest was not easy to examine, as the 
patient became distressed when she sat up. Abdomen 
N.A.D. Biochemical investigations on August 30 showed : 
blood sugar, 98 mg./100 ml.; serum potassium, 38 mg./ 
100 ml.; serum sodium, 143 mg./100 ml.; chlorides, 491 
mg./100 ml. A diagnosis of Addison's disease was made. 

The patient died on the day following admission. At 
necropsy, carried out by Dr. J. W. Whittick, the adrenal 
cortical tissue was found to be greatly reduced in amount 
and, in some parts, absent. In the residual cortex, zonal 
architecture was lost; the cells were few in number but of 
giant size owing to cytoplasmic increase. Recent degenera- 
tive changes were present in many. No tuberculous reaction 
was present and there was no fibrosis. Medullary substance 
was normal in amount and appearance. 


DISCUSSION 

Both clinically and biochemically the diagnosis of Addi- 
son's disease seemed to be firmly established in these sisters. 
Although one brother was reported to have had a tuber- 
culous knee at the age of 2, it would appear, in the absence 
of any further tuberculous disease in this family and from 
the post-mortem report of the sister who died, that the 
underlying pathology in each case was adrenocortical 
atrophy. An elder brother suffered from diabetes mellitus. 

Harris-Jones and Nixon (1955) described the cases of two 
brothers with Addison's disease and familial spastic para- 
plegia. Another brother in this family suffered from diabetes 
mellitus. Fahr and Reiche (1919) found symptoms of Addi- 
son's disease in three brothers; one, aged 23, died, and 
necropsy showed atrophy of both suprarenals. Briggs et al. 
(1951) described the cases of two brothers with the disease. 
aged 12 and 17, the latter dying 72 hours after admission 
to hospital; necropsy revealed primary adrenocortical 
atrophy. Smith and Higgins (1952) reported Addison’s 
disease occurring in two brothers, aged 19 and 20, in the 
United States Navy, with serum hepatitis in one. Cursch- 
mann (1940) reported four brothers affected, one of whom 
died from severe Addison's disease. Croom (1909) reported 
a family of three girls, the eldest aged 9, having frank 
Addison's disease and the other sisters showing pigmentation 
and listlessness. 

Wilkins et al. (1940), Thelander and Cholffin (1941), and 
Thelander (1946) have reported several cases of adrenal 
insufficiency in young siblings in whom the adrenogenital 
syndrome was present. 

Rolleston (1936) refers to reports in the literature of cases 
in two brothers described by Andrewes (1891), and states 
that he knew of two sisters having the disease. The case 
of a boy thought to have Addison's disease, whose mother 
had died of this illness, was reported by Borghini (1937). 
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Fleming and Miller (1900) reported frank Addison's disease 
in a mother whose four children were pigmented and subject 
to attacks of diarrhoea and vomiting. 

In all these families where post-mortem records are avail- 
able the essential finding was atrophy of the adrenal cortex 
in every case. 


I wish to record my thanks to Dr. P. E. Thompson Hancock, 
of the Royal Free Hospital, for his help in presenting these. 


cases. 
P. H. Hewitt, M.B., B.Chir. 
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Encephalitis Due to the Psittacosis-Lymphogranuloma 
Venereum Group of Viruses. A Case of 
Ornithosis Encephalitis 


Evidence that the viruses of the psittacosis-lymphogranuloma 
venereum group can cause infection of the nervous system 
was first produced in 1942, when Sabin and Aring described 
a case of meningo-encephalitis due to the virus of lympho- 
granuloma venereum. Subsequently, de Wilde (1951) 
described a case of encephalitis due to the ornithosis virus 
and Giroud ef al. (1954) described similar cases. 

Although meningeal involvement has been recorded as 
a post-mortem finding in psittacosis (Walton, 1954) no cases 
of encephalitis of similar aetiology have so far been described 
in the British literature. 

It is well known that only a small proportion of cases in 
which virus involvement of the nervous system occurs ever 
exhibit clinical features of such infection. It is hoped that 
the presentation of the following case of ornithosis encepha- 
litis will draw attention to this group of viruses as possible 
aetiological agents in virus infection of the nervous system. 


Case REPORT 


A farmer aged 37 was admitted to hospital on December 9, 
1954. The history obtained from his relatives was that he 
had been quite well until some two weeks previously, when 
he complained of general malaise and had influenza-like 
symptoms. He continued at work-for another week, but 
then had to remain in bed owing to extreme lassitude. Some 
few days later there was evidence of deranged mental func- 
tion in that he began talking to himself and was unable to 
hold a coherent conversation. His mental condition quickly 
deteriorated and led to his admission to hospital. 

On admission he showed marked psychomotor over- 
activity, throwing himself about the bed and talking and 
shouting continually. He was doubly incontinent and would 
not take food or drink. Physical examination was difficult, 
but no abnormality was detecied other than a slight pyrexia 
and a tachycardia. A lumbar puncture was performed, the 
pressure being raised, but it was thought that this was 
probably due to restlessness. The report was as follows : 
cells, 1 per c.mm.; protein, 55 mg. per 100 ml. ; glucose, 
51 mg. per 100 ml. ; chlorides, 760 mg. per 100 ml. Haemo- 
globin was 100% ; white blood count, 9,800; blood urea, 
74 mg. per 100 ml.—no doubt due to inadequate fluid intake. 
The blood W.R. was + (doubtful), Kahn positive. 

There was no change in the patient's condition over 36 
hours, and heavy sedation with morphine, hyoscine, and 
paraldehyde had no effect on the great mental unrest and 
insomnia. In view of this he was transferred to the 


psychiatric observation ward. 


Again there were no abnormal signs on physical examina- 
tion apart from some dehydration. The clinical picture was 
that of an organic reaction. A further lumbar puncture was 
performed which showed no increase in pressure, and the 
protein content had fallen to 30 mg. per 100 ml. In view of 
the extreme psychomotor overactivity he was treated with 
chlorpromazine hydrochloride, 50 mg. intramuscularly six- 
hourly, and procaine penicillin, one mega unit twice daily 
prophylactically. With this treatment an improvement was 
seen within a few hours ; the patient became quieter and less 
restless although still incoherent. The clinical picture con- 
tinueg to improve rapidly, and it was significant that as con- 
sciousness became less clouded he complained of loss of 
vision. 

In view of the history of an influenzal type of illness, the 
gross psychiatric symptomatology, the slight increase in 
C.S.F. protein, and the complaint of loss of visual acuity, a 
provisional diagnosis of virus encephalitis was made. The 
dosage of chlorpromazine hydrochloride was gradually 
reduced and finally discontinued after ten days’ treatment. 
Penicillin was also discontinued. Within a fortnight of ad- 
mission there was no evidence of any physical or mental 
abnormality. His vision had returned to normal and he was 
fully ambulant. He was able to give a good account of 


himself. He gave the information that he was a pigeon- 
fancier. He could not, however, recall illness in any of his 
birds. 


Blood was sent for complement-fixation tests on Decem- 
ber 26—that is, roughly one month after the onset of symp- 


toms. The report was as follows : 

Influenza Q Fever Psitt. L.G.V. Aggl. Str. M.G. 
Sol.A_ Sol. B 
<1/8 <1/8 = 1/128 <1/10 


A Frei test was negative, and both the blood W.R. and the 
Kahn test were negative by this time. 

He was discharged from hospital some three weeks after 
admission, completely symptom-free. 

On March 16, 1955, he was seen for follow-up interview. 
He had remained well. The complement-fixation tests were 
repeated, with the following result : 


Influenza Q Fever Psitt. L.G.V. 
Sol.A Sol. B 
<1/8 -<1/8 <1/8 1/64 


The Frei test was repeated, but was again negative. 

In view of the positive Kahu and doubtful W.R. prior to 
the administration of penicillin, Price’s precipitation reaction 
and a treponemal immobilization test were performed. Both 
were negative. 

COMMENT 


We feel that the falling titre against the psittacosis— 
lymphogranuloma venereum antigen and the persistent 
failure to obtain a positive skin reaction against the Frei 
antigen establishes this as a case of ornithosis/psittacosis 
encephalitis. Although there was a transient doubtful W.R. 
before penicillin was given, this was shown to be non- 
specific. 

One of the most striking clinical responses to chlorpro- 
mazine hydrochloride is seen in its effect in states of acute 
excitement (Hamon ef al., 1952; Chatagnon and Chanoit, 
1953). The response in this case after failure of other seda- 
tion is, we feel, worthy of note. 


I thank Dr. W. J. Dunn for referring this case; Dr. Maurice 
Silverman for permission to publish; and Dr. L. A. Hatch, of 
the Virus Reference Laboratory, for the serological investiga- 


tions. 
Joun C. DENMARK, Ch.B., 
Lately Psychiatric Regi 
Burniey and District Group of Hospitals. 
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OCCUPATIONAL SKIN DISEASES 


Occupational Diseases of the Skin. By Louis Schwartz, 
M.D., Louis Tulipan, M.D., and Donald J. Birmingham, 
M.D. Third edition. £Pp. 981; illustrated. 130s) London: 
Henry Kimpton. 1957. 
This standard textbook on occupational diseases of the 
skin is invaluable to dermatologists and to all those, con- 
cerned in the health of the industrial worker. It is well 
written, and presented in a practical and most useful fashion. 
There is no great change from the second edition except 
for the addition of a few items to bring the work up to 
date. These include increased attention to radiation effects, 
with a chapter on atomic hazards by Dr. W. D. Norwood ; 
a most useful chapter on occupational marks by Dr. F. 
Ronchese ; and a good chapter on detergents and “ sur- 
factants by Dr. A. M. Schwartz. This has increased the 
size of the book by a few pages. Dr. Donald J. Birming- 
ham has replaced Dr. Samuel Peck as one of the authors. 
It is an almost impossible task to keep entirely abreast 
of the hazards that are daily increasing and changing in 
industry with the march of science. There would appear, 
however, to be little of consequence that the authors have 
not included. The discussion of predisposing causes is 
valuable and interesting. The authors are sometimes mis- 
quoted as contending that workers who suffer from derma- 
titis due to hypersensitivity to allergic irritants may 
become “ hardened "——that is, they may develop immunity 
if they continue at work. In fact, they say that this is 
unlikely to happen except in “green labour "—that is, 
new workers encountering an allergic irritant for the first 
time. This is probably true. They do not mention Bain's 
work (Brit. J. industr. Med., 1954, 11, 25), which showed 
a dramatic reduction in incidence of such reactions follow- 
ing premedication with antihistamines. References, indeed, 
remain for the most part American. This accounts for 
some minor omissions, such as Dogger Bank itch, pur- 
puric eruptions from fabric finishes and nail varnishes, derma- 
titis from handling chlorpromazine, and mepacrine staining. 
There is no mention of kerato-acanthoma and its relation 
to occupation. The chapter on the investigation and pre- 
vention of occupational diseases is of great value to others 
as well as to doctors. The “ patch test ” is well and elabor- 
ately described and assessed—there is some repetition of 
this in the book—and stress is properly placed on the value 
of the uncovercd patch test. The fact that hobbies and 
activities other than regular employment may cause derma- 
titis should be emphasized in the investigation of industrial 
problems. In the section on cancer coal is listed as a pos- 
sible cause, while arsenic is not included in the causes of 
internal cancer, and the evidence of inorganic arsenic pro- 
ducing cancer from external contact is questioned. The 
Presentation is very readable and often lightened by inter- 
esting historical touches. 


J. T. INGRAM. 
PSYCHO-ANALYSIS AND PSYCHOTHERAPY 
Psycho-analysis and Psychotherapy: Developments in 


Theory, Technique, and Training. By Franz Alexander. 

M.D. (Pp. 299+xiv. 25s.) London: George Allen and 

Unwin Lid. 1957. 
Franz Alexander, one of the earliest of “ institute-trained ” 
psycho-analysts, graduated from Berlin to Chicago with 
the reputation of being a classical exponent of the science. 
Experience gained at the Chicago Institute of Psycho- 
analysis, which he founded, convinced him of the necessity 
to adapt classical technique to meet the needs of an ever- 
increasing clientele. His technical modifications gave rise 
to some perturbation on the part of those who regard any- 
thing short of the classical methods as being merely un- 
analysed transference therapy. The present book is an 
exercise in “ short-term ” apologetics advocating the “ flex- 
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ible application of the known therapeutic factors ” and 
supporting the view that psycho-analysis and “ uncovering 
psychotherapies * constitute a continuum. The author, who 
is a clear writer as well as a skilled dialectician, argues 
these issues up hill and down dale, touching as he goes on 
such various matters as theories of treatment, the trans- 
ference (including what he calls the “ corrective emotional 
experience counter-transference, the rapeutic implica- 
tions of regression, the frequency of inte iews, planned in- 
terruption of treatment, and the training of psycho-analysts 
and of psychiatrists ; not to mention a slightly hy pomanic 
essay on psycho-analysis in Western culture. Significantly 
enough he nowhere meets the argument that, however much 
analytical ideas may be applied in short treatment, the 
result depends on unanalysed rapport ; or, in other words, 
that the method is a refined form of suggestion rather than 
a selected form of psycho-analysis. In view of the recent 
spread of “ general psychotherapy ™ in this country the book 
is one that should be read by both psycho-analysts and 
psychiatrists ; although the latter will find some preliminary 
psycho-analytic orientation an advantage when following his 
technical argument. Even so they are not likely to relish 
his suggestion that all psychiatrists should undergo per- 
sonal analysis. 
Epwarp GLOVER. 


FACT AND FICTION 

The Century of the Surgeon. By Jiirgen Thorwald. (Pp. 416 

+xi: illustrated. 25s.) London: Thames and Hudson Ltd. 

1957. 

Novelists, playwrights, and film-producers take liberties 
with the facts of history, but serious historians must never 
do this. Yet in unessential matter it is permissible even 
for the historian to introduce some fiction, always provided 
that .the essential facts are accurate. In this book the 
story is related by an imaginary doctor who lived through 
the vital period of the birth of modern surgery. Born 
in 1826, he heard his father talk about the famous Ephraim 
McDowell ; as a medical student he saw Horace Wells and 
Thomas Morton make the first attempts at anaesthesia, and 
later (money being no object) he travelled in Britain, 
France, Germany, Austria, and India. He had talks with 
Liston, Lister, Syme, Simpson, Henry Thompson, Civiale, 
Péan, Mikulicz, Billroth, Maisonneuve, and Dieffenbach: 
he witnessed the sudden death of Dieffenbach in the opera- 
ting theatre, and was himself operated on for stone in the 
bladder. He even went to Scutari and saw Florence 
Nightingale. His only child died from appendicitis and 
his young wife died of cancer of the stomach. 

Judged simply as history the book is unbalanced ; there 
are some inaccuracies of timing and wrong spelling of 
names, and emotion colours too many of the pages. How- 
ever, it is an undoubted thriller, and is worth reading 
and keeping because the essential facts are scrupulously 
accurate, and the author has provided a remarkable series 
of 522 references so that the reader may follow up the 
narrative. There are certainly many interesting facts which 
will be looked for in vain in the ordinary histories of 
medicine. 

ZACHARY COPE. 


The sixth edition of Henderson's Dictionary of Scientific Terms 
(pp. 532+xvi; 32s.), prepared by J. H. Kenneth, gives the pro- 
nunciation, derivation, and definition of some 14,000 terms used 
in biology, botany, zoology, anatomy, cytology, genetics, 
embryology, and physiology. The dictionary, which first ap- 
peared in 1920, is published by Oliver and Boyd, Tweeddale 
Court, Edinburgh, 1. 

The eighth edition of A. Lee McGregor’s Synopsis of Surgical 
Anatomy (pp. 808+xii; John Wright and Sons, Ltd., Bristol, 
1957; price 32s. 6d.) has been pruned by the omission of portions 
of the text which, though new when written, are now incorporated 
in current teaching. On the other hand, there are new sections 
on paragangliomas, adrenalectomy, and injuries to the large 
lymph ducts, while the sections on the surgery of the sympathetic 
have been rewritten and the whole work has been revised and 
brought up to date. 
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LIPOPROTEINS IN CORONARY ARTERY 
DISEASE 


The circulating cholesterol and certain other lipids are 
transported in the plasma in combination with protein 
as macromolecular lipid-protein complexes. Chole- 
sterol is attached mainly to the alpha and beta 
globulins, which can be separated by electrophoresis,’ 
and these cholesterol-globulin complexes are called 
the alpha and beta lipoproteins. Various methods of 
analysis, in particular zone electrophoresis’ and ultra- 
centrifugation,’ have been employed for the study of 
these lipoproteins. Zone electrophoresis has con- 
firmed the presence of two major lipoprotein frac- 
tions,*-’ and chemical analysis of these lipoproteins 
has been carried out**: in health 60-70%, of the 
plasma cholesterol is attached to the beta lipoprotein 
and 30-40%, to the alpha lipoprotein fraction. The 
ultracentrifuge causes large molecules, such as lipo- 
proteins, to sink or float according to the density of 
the lipoprotein in relation to the medium. The den- 
sity of the medium can be adjusted, and thus various 
groups of lipoproteins can be isolated and their con- 
centration determined. In general, the lipoproteins of 
low density correspond to the beta lipoproteins and 
those of high density to the alpha lipoproteins. 

There is much evidence that the circulating chole- 
sterol is closely, but not necessarily causally, related 
to the development of coronary atheroma. Athero- 
matous plaques contain cholesterol, which can be 
derived from the plasma,'® and in most species the 
experimental production of atheroma is directly pro- 
portional to the duration and degree of hyperchole- 
sterolaemia. It has been established during the last 
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decade that the level of plasma chclentech is obesi in 
most patients with coronary artery disease, and this 
association has been the subject of several recent 
reviews.''"'* The lipoprotein pattern in coronary 
artery disease has therefore been submitted to inten- 
sive study. There is now little doubt that in patients 
with coronary artery disease the concentration of the 
alpha lipoproteins is diminished, while the concentra- 
tions of the beta lipoproteins* '*"'’ and of the low- 
density lipoproteins'* '* '* as determined by the ultra- 
centrifuge are both increased. Indeed, J. W. Gofman 
and his colleagues*® have worked out an “ athero- 
genic index ” whereby they claim to be able to assess 
the likelihood of the development of coronary artery 
disease in healthy people. 

While studying the lipoproteins in various diseases 
W. G. Dangerfield and E. B. Smith,*' using paper 
electrophoresis and staining with Sudan black, ob- 
served a lipid-containing band in front of the beta 
lipoprotein band, a so-called pre-beta liproprotein, in 
cases of nephrosis and diabetes and after coronary 
thrombosis. Recently this component has been 
studied in patients with coronary artery disease,”* ** 
and in a group of 200 patients with unequivocal evi- 
dence of coronary artery disease E. M. M. Bester- 
man** observed a pre-beta band in 99%. There 
was reduction of the alpha liponrotein band but no 
increase in the beta lipoprotein bas.d in the coronary 
patients, and he suggested that previous observations 
of an increase in the concentration of beta lipopro- 
teins may be due largely to an excess of this pre-beta 
lipoprotein. Unfortunately the control group for this 
study did not consist of healthy subjects of similar age 
and sex, and the pre-beta band was found in an un- 
stated percentage of the controls, who were mostly 
patients with rheumatic and congenital heart disease. 
The lack of control of this investigation casts doubt 
on the claim that the presence of a pre-beta band 
provides a more specifie measurement of atheroma 
than other lipoprotein analyses. The author did not 
differentiate between small, moderate, and large 
pre-beta bands, and therefore his claim is further 
weakened by the observations of E. B. Smith,”* ' who 
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has now shown in a more carefully controlled study 
that the presence of a moderate pre-beta band does 
not differentiate patients who have developed clinica! 
coronery disease from healthy individuals. However, 
with subjective visual assessment she found a large 
pre-beta band in 47%, of patients with fresh myocardial 
infarction and 29% of patients with angina or an old 
myocardial infarct. This large pre-beta band appar- 
ently increases during the first three weeks after a 
myocardial infarction and decreases five or six weeks 
after the infarct. It is likely that this increase may 
help to explain the frequency with which Besterman 
observed a pre-beta band, since many of his patients 
were recovering from a myocardial infarct. Smith 
has shown that this band corresponds to the ultra- 
centrifuge group of Sr 20-100 low-density lipo- 
proteins, and it is a considerable advance that this 
group can now be identified by a comparatively 
simple electrophoretic procedure. High concentra- 
tions of the Sr 20-100 group had been observed in 
many patients with coronary artery disease,'* '* ** 
particularly in younger patients,'’ and this might 
also have contributed to the high percentage of 
Besterman’s patients in whom a pre-beta band was 
found. However, if this were so, it is surprising that 
Besterman’s young coronary patients had normal 
cholesterol levels, since hypercholesterolaemia is more 
marked in young coronary patients than in older 
patients.'"** For these various reasons Bester- 
man’s claim that a significant pre-beta lipoprotein is 
present in 99%, of coronary patients should probably 
be disregarded until confirmed. 

Since the circulating cholesterol is an integral part 
of the lipoproteins, the measurement of the latter is 
also a measure of the circulating cholesterol. An 
elaborate study* of healthy subjects has recently been 
completed in the United States in an attempt to 
answer the question, Has the measurement of the lipo- 
proteins more or less to offer than a measurement of the 
plasma cholesterol as a means of determining which 
individuals have incipient coronary artery disease ? 
Though there was some difference of opinion, it 
appears that the Sp 20-100 lipoprotein group and 
the plasma cholesterol were of equal and restricted 
clinical value in predicting the individuals who 
developed coronary artery disease during the period 
of observation. Ultracentrifugal analysis of the S; 
20-100 lipoproteins and assessment of the related 
“atherogenic index” had no obvious advantage 
over the simpler measurement of the circulating 
cholesterol. This study also showed that the levels 
of cholesterol and of Sp 20-100 lipoproteins were pre- 
viously raised in a significant number of apparently 
healthy individuals who subsequently developed 


LIPOPROTEINS IN CORONARY ARTERY DISEASE 


coronary artery disease, and this finding is consistent 
with the high incidence of coronary artery disease in 
hypercholesterolaemic subjects.*° ** 

It is probably true to say, therefore, that the simple 
measurement of the circulating cholesterol has almost 
as much value in coronary artery disease as the more 
elaborate determination of the alpha_beta lipoprotein 
ratio and the ultracentrifuge pattern. By correlating 
the ultracentrifuge pattern with the pre-beta band 
Smith’s investigations have taken lipoprotein studies 
a stage further forward, but, although lipoprotein 
measurements are important to research, it seems 
unlikely that their measurement will have much 
value as routine clinical investigations. 


EVOLUTION OF THE TUBERCULOSIS 
DISPENSARY 


The centenary of the birth of Sir Robert Philip 
provides an opportunity of surveying progress in the 
fight against tuberculosis, and Dr. Christopher Clay- 
son, in the memorial lecture he gave in Edinburgh 
earlier this month and which we publish in the open- 
ing pages of this issue, ably responded to the challenge 
of the occasion. Sir Robert Philip was the creator 
of the first effective schemes to control tuberculosis 
as an infectious disease, and he saw with remarkable 
prescience how medical progress—in chemotherapy. 
for instance—would within quite a short period of 
time make the control of tuberculosis a practical 
possibility. Philip’s great qualities as a sagacious 
statesman and as a leader in social medicine are well 
brought out in the reminiscences of some of his 
friends and pupils which the National Association for 
the Prevention of Tuberculosis has brought together 
in a small book' as a centenary tribute. As Mr. 
Walter Elliot’ pointed out when he unveiled a 
memorial plaque last July at the site of the first tuber- 
culosis dispensary, founded 70 years ago, Philip had 
the great pioneer quality, a grasp of the obvious. 
Philip himself related how, when he returned to 
Edinburgh in 1883 after his studies in Vienna, he 
announced his intention of devoting himself to tuber- 
culosis and was told by a professor in the medical 
faculty not to think of such a thing because the sub- 
ject was exhausted.* The practical implications of 
the discovery of the tubercle bacillus in the previous 
year, which seem so obvious to us now, were obvious 
then only to the exceptional man who had this pioneer 
quality. Philip proceeded, in face of all the difficulties 
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which beset pioneers, to establish an organization 
designed to control tuberculosis by treating it as an 
infectious disease, a concept which, even after the 
announcement of Koch’s discovery, was slow in gain- 
ing general acceptance. The functions of Philip's 
tuberculosis dispensary included examination of 
patients at the dispensary and the keeping of records, 
including those of the home surroundings ; instruction 
of patients, especially in ways of minimizing the risk 
of infection to others ; the treatment of patients in 
their own homes, and the selection of those likely to 
respond to sanatorium treatment.and those needing 
hospital treatment ; and general education of patients, 
their friends, and relatives. It is interesting to find 
Philip discussing, in 1904, the home treatment of pul- 
monary tuberculosis,* and to reflect how the urgent 
needs which developed during a major world war 
forty years later led to a revival of interest in this 
matter, though the vogue for polysyllabic pretentious- 
ness had debased his simple word “home” into 
domiciliary.” 

The basis of Philip’s concept was to treat tuber- 
culosis as a unitary problem. Recent developments 
in what are now called “the chest services” have 
militated both for and against the application of this 
concept. On the one hand, the tendency for the clinic 
physician to have control of beds, in either a hospital 
or sanatorium where he remains responsible for the 
treatment of patients from his clinic, is favourable to 
this concept. On the other hand, the tendency, of 
which the change of title from “tuberculosis dis- 
pensary” to “chest clinic” is a sign, towards the 
widening of the interests of the clinic physician to 
fields outside tuberculosis, while in many respects 
admirable, may well in the long run make it difficult 
to maintain the unity of treatment and prevention in 
tuberculosis. A situation may well arise at some time 
in the future in which the present organization 
becomes unworkable. Even after tuberculosis has 
become a rare disease, an integrated scheme for its 
prevention will still be required. If the existing 
organization remains unchanged, a physician who 
will deal clinically with a wide range of respiratory 
diseases, including only very few cases of tuberculosis, 
nevertheless will retain responsibility for a complex 
scheme of preventive measures. At this stage the 
question whether a physician whose main interests are 
clinical can be expected to be responsible for preven- 
tive measures directed towards a disease which he 
rarely sees will have to be faced. Although the prin- 
ciples underlying methods of control of tuberculosis 
remain unchanged, the organization which was effi- 
cient in applying them in Philip’s day may well 
require modification as the epidemic situation alters. 
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As Dr. Clayson points out, we may be said at present 
to have controlled tuberculosis, but the eradication of 
tuberculosis is going to be much more difficult. The 
proper application of B.C.G. vaccination as the 
epidemiological situation changes, the use of chemo- 
prophylaxis for those found by tuberculin testing to 
have been recently infected, thorough case-finding by 
all methods, especially by mass radiography, the 
routine radiography both of those whose occupation 
or environment places them at special risk and of 
those in whom, by virtue of their occupation, un- 
suspected tuberculous infe_tion would be a special 
risk to others—all these have their part to play, and 
all of them were adumbrated, at least in principle, by 
Sir Robert Philip. 


PROTECTION AGAINST IONIZING 
RADIATIONS 


The need to protect hospital workers from the harmful 
effects of radiations has become more pressing with the 
growing use of radioactive substances in medicine. The 
problem is not a new one: recommendations for the 
protection of people using radium’ and radon were 
put forward by the National Radium Commission in 
1929-30. In 1949 this advice was extended to include 
artificially produced radioactive isotopes, and further 
recommendations! for the maximum permissible amounts 
of many of these substances in the body were made in 
1955. The surge of interest in the effects of atomic 
radiation has recently culminated in the formulation by 
the Radioactive Substances Standing Advisory Com- 
mittee of a “ Code of Practice for the Protection of Per- 
sons Exposed to Ionizing Radiations.”’ According to 
the preface the code is intended primarily for those who 
work in National Health Service hospitals. It is to be 
brought to the attention of the staffs of radiological. 
radiotherapy, and physics departments, and all em- 
ployees concerned must read the relevant sections and 
sign a statement that they have understood them. The 
booklet consists of two sections, one on the more 
familiar problem of protection against x rays, whether 
used for diagnosis or therapy, the other on radioactive 
isotopes. The technical facts necessary for the inter- 
pretation of the various rules set out in the code are 
given in its supplement. All who work with radiation 
will do well to note the extension of the definition of 
“tolerance dose” (maximum 0.3 réntgen/week) to 
include a cumulative dose of 50 rem per decade: this 
allows an average dose of only 0.1 r/week. The amount 
of radiation received “ should be systematically checked 
to ensure that maximum permissible doses . . . are nol 
exceeded.” Responsibility for this will be taken by the 
hospital physicists working in the major hospitals or by 
the Radiological Protection Service at Clifton Avenue, 
Belmont, Sutton, Surrey. 
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No radiation worker can fail to benefit from a careful 
study of this code, which contains far more than a set 
of rules and should do much to ensure the safety of hos- 
pital staff exposed to radiation. For example, it gives 
useful information for assessing how much of a given 
radioisotope may be dangerous and for designing labora- 
tories in which radioisotopes are to be handled. It also 
coniains practical hints and tips such as a cleaning pro- 
cedure for decontamination of the skin. It is perhaps 
a little disappointing to find that rules for the disposal 
of radioactive waste are not given ; however, these are 
under consideration and will be issued shortly as an addi- 
tion to the code. Expert advice will certainly be needed 
to put the code into practice in individual hospitals. Th2 
head of the department is, quite rightly, to be made 
responsible for working conditions and for the instruc- 
tion of new personnel, but the code also designates a 
safety officer who is to be “ specifically responsible for 
radiological protection measures.” It would seem desir- 
able to employ the services of the hospital physicist of 
the group or region for this duty ; such an officer would 
be able to ensure, by means of periodic visits, that the 
spirit of the code was being applied in all the hospitals 
of the group. Many of the usual methods of protection 
are effective only if applied by the people concerned at 
all times : even in the larger centres it is no uncommon 
sight to see the most elementary mistakes being made, 
such as the pipetting of radioactive solutions by mouth. 
It is the responsibility of the head of the department 
and the safety officer to see that these things do not 
happen. 

The radioisotope laboratory that a hospital requires 
will largely depend on the type and size of the hospital, 
but the code lays down a few general rules in terms of 
the quantity and radiotoxicity of the isotopes and the 
manipulations which are to be carried out with them. 
Where only very simple manipulations are made with 
solutions contuining quantities of less than a millicurie 
of the more common isotopes, such as '*'l, **P, **Fe, 
**Na, and °'Cr, a simple laboratory (grade C) will suffice. 
On the other hand, for those hospitals where '*'I, **P, 
and '**Au are used for therapy, a rather more elaborate 
laboratory (grade B) is needed. However, even those 
facilities which are regarded as necessary for grade C 
laboratories often do not exist at the moment; and if 
they do exist they are often not used. In these labora- 
tories only simple precautions are needed, such as the 
provision of benches with disposable covers, a good 
fume-hood, plenty of laboratory tongs and trays, and 
some lead to provide y-ray shieiding. It seems likely 
that the smaller hospitals would be well served with one 
isotope laboratory of the B or C type, while the larger 
ones might need a central grade B laboratory as a “ hot 
lab.,”” which it would be sensible to site in a separate part 
of the hospital premises, and a series of grade C labora- 
tories in those departments where tracer doses were be- 
ing used. For the protection of those working in these 
laboratories the level of radioactivity is limited, and this 
ensures that the counting background will not be high. 
A simple instrument for detecting radioactive contamina- 
tion in laboratories would be a valuable safeguard. 
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PSYCHOPATHS 


One feature of the report of the Royal Commission on 
mental illness’ which has stirred controversy is the use 
of the term “ psychopathic.” The Commission proposed 
to recognize three main groups of patients: (a) those 
suffering from mental illness, (b) “ psychopathic patients 
or patients with psychopathic personality,” and (c) 
“ those of severely subnormal personality,” which would 
include mainly idiots and imbeciles. Group (b) was to 
include any type of aggressive and inadequate person- 
ality not falling in either of the two other groups and 
requiring care and treatment. All patients at present 
classified as feeble-minded or moral defectives would 
also fall into this division. There is general agreement 
about the need for a category such as this, which would 
also comprise alcoholics and other addicts in need of 
care and treatment, but the proposed terminology has 
caused uneasiness, which has been ventilated in the 
correspondence columns of this Journal. Members 
attending a recent quarterly meeting of the Royal 
Medico-Psychological Association, while in principle 
welcoming the proposed grouping, were unanimous in 
objecting to a diagnostic term being adopted and newly 
adapted for legal and administrative purposes, especially 
one so controversial as “psychopath” or “ psycho- 
pathic.” 

It was J. L. A. Koch? who in 1891 introduced the 
term in a book on what he called the psychopathic 
inferiorities. ‘“ Psychopathic” came to mean any kind 
of abnormal personality type which was not the mani- 
festation of psychosis or mental defect. In one of the 
best-known monographs on the subject* psychopaths are 
defined as “those abnormal personalities whe suffer 
from their abnormalities or cause society to suffer.” This 
definition embraces the neurotic as well. While many 
psychiatrists regard psychopathic personality traits as 
manifestations of a variation within the normal range, 
Sir David Henderson‘ has regarded it as a true illness of 
obscure origin and spoken of psychopathic states which 
he proposed to divide into predominantly aggressive, in- 
adequate, and creative types. So great has been the 
terminological confusion that some modern classifica- 
tions of mental disorders avoid the term altogether and 
replace it by the more general one of “ abnormal per- 
sonality,” of which they distinguish a considerable 
variety. Yet the term “ psychopathic” is so well estab- 
lished and so handy grammatically that repeated pro- 
posals for its abolition have been disregarded. The 
British Journal of Delinquency*® published a special 
number devoted to the problem of the psychopathic 
offender, without, however, offering a precise definition 
of psychopathy. 

There has been a tendency in the British and American 
literature to narrow the meaning of the term, with the 
result that it has become almost identical with “ moral 
insanity.” The most recent American monograph® on 
the subject describes the psychopath as an “ asocial, 


Cmd. 169, 1957. H.M.S.O., London. 

* Koch, J. L. A., Die psychopathischen Minderwertigkeiten, 1891, Ravensburg. 

® Schneider, K., Die psychopathischen Persdnlichkeiten, 1950, Vienna. 

* Hende son, Sir David, Psychopathic States, 1939, London. 

Bit. J. Deling., 1951, 2, 77. 

® — and J., Psychopathy and Delinquency, 1956, New York and 
ondon. 


| 
— 
= 
a 
4 
wa 
‘ 
Wa 
| 
= 
= 
) 
4 
is 
| 
— 


Dec. 28, 1957 
aggressive, highly impulsive person, who feels little or 
no guilt and is unable to form lasting bonds of affection 
with other human beings.” This definition has the 
approval of G. W. Allport, the author of a classical book 
on personality. Whatever one may think about this use 
of the term, it is a fact that the general public, the mem- 
bers of the legal profession, and most medical men 
regard psychopaths as antisocial, usually aggressive 
members of the community and as potential criminals. 
Many psychiatrists and psychologists use the term as a 
diagnosis. But to give, by law, this label to a large group 
of citizens in need of treatment, most of whom have 
never been and never will be in conflict with the criminal 
law, would cause much misunderstanding and distress. 
Besides, through the arbitrary stipulation of an official 
meaning of this controversial term, British psychiatrists 
would be at a considerable disadvantage in communicat- 
ing with their colleagues abroad, who would not thus be 
restricted in the use of this term. It should be possible 
to devise a better one for that particular group of 
patients. Diagnosis by legislation would be as undesir- 
able as legislation by diagnosis. 


BOTULISM 


Botulism has always aroused an interest out of all pro- 
portion to its frequency as a cause of food-poisoning. 
Every medical student probably knows that botulism is 
the model example of the action of an exotoxin which 
can cause death even if the organisms which produced 
it are no longer alive, and that the dose necessary to 
cause death is minute. A recent outbreak of botulism 
among Labrador Eskimos' illustrates the characteristic 
features of this deadly intoxication. A party consisting 
of six men, two women, and some children moved to an 
autumn sealing station, a hut which had not been used 
for some months. The women were asked to prepare 
an Eskimo dish called utjak—made by “ placing seal 
flippers, complete with fur, in a container, and leaving 
this with a lid on it behind the stove for a variable 
period of several hours to several days.” The tempera- 
ture of the food during this period probably varied 
between 20 and 40° C. (75-120° F.). On this particular 
occasion there was considerable reluctance on the part 
of the women to prepare the meal at all. When it was 
finally prepared and eaten about noon on December 10, 
1956, it did not seem to be very appetizing even to 
Eskimo taste. One man “thought it tasted bad, and 
vomited almost at once. He was the only man to sur- 
vive.” The first victim was a girl aged 6, who died 
within two to three hours, then at intervals from four 
hours up to three days five men died. The two women 
who prepared the meal under protest ate none of it and 
were unaffected. One other survivor was a girl of 8, 
who recovered in a few days. The main clinical features 
of the illness were difficulty in swallowing, regurgitation 
of fluids through the mouth, abdominal pain and disten- 
sion and in some cases peculiarity of speech, various 
forms of paralysis, headache, and cramps. Clostridium 
botulinum type E was isolated from a sample of seal 
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flipper from the food consumed, and type E toxin was 
found in the flipper in a concentration of about 1,000 
minimum lethal doses per gramme of flipper. 

This grim story illustrates well the clinical features of 
the disease. Its epidemiological importance is discussed 
by K. F. Meyer? in a review of botulism as a world 
health problem. He states that “ throughout the world 
during the past 50 years approximately 5,635 persons 
contracted botulism and 1,714 of these persons died.” 
Meyer discusses successively the incidence of human and 
animal botulism throughout the world, the distribution 
of Cl. botulinum in nature, and the foods and types of 
Cl. botulinum associated with human botulism. It is 
interesting to learn that, even with such a serious con- 
dition as botulism, in about 10% of recorded episodes 
in the U.S.A. the causative food was not determined 
and that bacteriological proof was furnished in only 
about a third of clinically recognized episodes. The 
risk of botulism exists wherever there are large numbers 
of type A, B, or E spores of C/. botulinum in the soil, 
and Meyer suggests that surveys are especially needed of 
the extent to which these occur in the soils of Asia and 
Africa. It is estimated that in the Union of South Africa 
alone 100,000 cattle die of botulism every year. Animals 
reared on phosphorus-deficient veldt apparently crave 
the bones of carrion, which may be: highly toxic from 
contamination with Cl. botulinum. So far as the human 
disease is concerned, the danger arises always from care- 
lessness in the preparation and preservation of vegetable 
and animal foods. Many outbreaks have followed home 
canning of vegetables, and it is essential that all forms 
of food processing should be carefully controlled. Only 
in this way is it possible to eliminate completely the risk 
of botulism. 


SICKLE CELLS AND SALMONELLAE 


A curious association between sickle-cell anaemia and 
salmonella infection has now been reported in a number 
of cases. F. J. Hodges and J. F. Holt' mentioned having 
seen five cases of Salmonella paratyphi B osteomyelitis 
in patients with sickle-cell anaemia. L. W. Diggs and 
colleagues,? who in 1937 had been the first to state that 
patients with sickle-cell anaemia were particularly sus- 
ceptible to bone infections, included in their series 
one patient with suppurative arthritis caused by that 
organism. Earlier in 1925 G. L. Carrington and W. C. 
Davison*® described salmonella osteitis in a Negro child, 
but a test for sickling was not performed. J. Vandepitte 
and his colleagues* published in 1953 a series of five 
cases of salmonella osteitis in patients with sickle-cell 
anaemia observed in the Belgian Congo. They were not 
aware at the time of the reference to this association 
made by Hodges and Holt, but they collected five more 
isolated reports from the American literature, and one 
by B. Ehrenpreis and H. N. Schwinger,® who, in an 
article on the radiological changes in sickle-cell disease, 
had mentioned two observations of infection of the 
bones by salmonella. There was also one description 
of an infection of the tibia with Salmonella enteritidis 
in an Arab child suffering from a long-standing haemo- 
lytic anaemia, but no examination for sickling had been 
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made.* Not all the observations are restricted to infec- 
tions of the bones. J. and C. Lambotte-Legrand sug- 
gested in 1951’ that carriers of the sickle-cell trait as a 
whole (not only patients with sickle-cell anaemia) seemed 
to have a higher incidence of salmonella infections than 
non-sicklers, and A. I. Chernoff and A. M. Josephson* 
described an aplastic crisis in a 6-months-old child with 
sickle-cell anaemia which had been precipitated by an in- 
fection with Salmonella cholerae suis without osteomye- 
litis. However, in ten further cases of sickle-cell anaemia 
complicated by salmonella infections only one showed 
no involvement of the bones. These include two single 
cases*'® and two series of four patients each.'' '* 
Infections of the bone by salmonella are rare. Ofa total 
of 2,000 salmonella cultures sent for identification to the 
New York Salmonella Center only three had been 
isolated from bone lesions.'* Of 233 salmonella cul- 
tures isolated in the Belgian Congo five only came from 
bone infections,’* and all these were associated with 
sickle-cell anaemia.’ It seems therefore established that 
there is a highly significant association between sal- 
monella osteitis and sickling. No clear distinction is 
drawn in all instances between sickle-cell anaemia and 
sickle-cell disease in general. Indeed, if the observations 
of the Lambotte-Legrands’ and A. B Raper'* can be 
extended, it might turn out that carriers of the sickle- 
cell trait are also more liable to suffer from salmonella 
infections than non-sicklers, a situation which would 
have important consequences for our conceptions of the 
population dynamics of sickling. 
Hodges and Holt! suggested that capillary thromboses 
in the gastro-intestinal tract might lower the resistance 
of patients with sickle-cell anaemia to invasion of the 
body by intestinal organisms, and E. W. Hook and his 
colleagues’? point out that the general debility and 
disease of the spleen associated with sickle-cell anaemia 
might well interfere with the general defence mechanisms 
after the body had been invaded by the salmonella. Once 
the organism had entered the blood stream it would find 
favourable conditions in areas of ischaemia and necrosis 
which result from the blockage of small vessels by 
sickled cells. The recognition of salmonella infection 
of the bones can be difficult in sickle-cell anaemia. 
Fever, pain, and swelling of the limbs and joints are 
found in both diseases. On x-ray examination the bone 
infarction of sickle-cell anaemia and of osteomyelitis 
look very much alike. Even if the diagnosis of osteo- 
myelitis is made it will be difficult to decide whether the 
infection is not streptococcal or staphylococcal. Hook 
? Hodges, F. J., and Holt, J. F., Editorial Comment, Year Book of Radiology, 
Chicago, 1951. 

* Diggs, L. W., Pulliam, H. N., and King, J. C., Sth. med. J.. 1937, 30, 249. 

* Catington, G. L., and Davison, W. C., Bull. Johns Hopk. Hosp., 1925, 36, 
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and colleagues'? emphasize the need for aspiration of 
the infected bone if the diagnosis is in doubt. 

The most effective treatment of salmonella osteitis is 
chloramphenicol and surgical drainage. However the 
results are not dramatic. Holt and his colleagues found 
in one patient drug-sensitive organisms to persist in the 
tissues for months, and in another a recurrence of the 
osteomyelitis two years after the apparent healing of a 


previous infection. 


DEATHS FROM CIRRHOSIS OF THE LIVER 


According to statistics prepared by the Metropolitan Life 
Insurance Company of New York, cirrhosis of the liver 
is now one of the ten leading causes of death in the 
United States.' In fact, in late middle age there are 
only three diseases with a higher mortality—namely, 
heart disease, cancer, and cerebral haemorrhage. There 
has apparently been a steady rise in the number of 
deaths from cirrhosis since the nineteen-thirties, and the 
national rate for the United States now averages 10 per 
100,000 population. Part of the increase is undoubtedly 
related to the falling death rate from infectious diseases, 
and improved methods of diagnosis may be a further 
contributory factor, but it seems justifiable to assume 
that there has been a real increase in the number of 
cases of cirrhosis. If this is so, then it is a disturbing 
fact, since the causes of portal (Laennec’s) cirrhosis, the 
only common variety, remain as obscure to-day as they 
have always been. 

Alcohol and infective hepatitis are at present the only 
two unequivocal aetiological factors, but there is no 
evidence that either is responsible for the current trend. 
The facts are against such a view. There has been no 
sharp rise in mortality rate in the post-war years, such as 
might have been expected as an aftermath of the great 
wartime epidemics of hepatitis. Moreover, the mortality 
rate in England and Wales, where infective hepatitis is a 
much coinmoner cause of cirrhosis than alcohol, has 
remained constant at 2.6 per 100,000 population since 
1952.*, Over a quarter of the deaths from cirrhosis in 
the United States in 1956 were attributed to alcohol, a 
figure which should be compared with the results of the 
survey by O. D. Ratnoff and A. J. Patek,* in which 
alcoholism accounted for more than 50% of the cases. 
The discrepancy between these two findings is almost 
certainly due to incomplete reporting on death certifi- 
cates rather than to any true decrease in the incidence of 
alcoholism as a causal factor. 

Two features emerge from all investigations into the 
incidence of portal cirrhosis in temperate climates. The 
first is the marked difference in the importance of 
alcohol and infective hepatitis as aetiological agents in 
different countries,‘ and the second is the fact that no 
antecedent cause is demonstrable in something like 40%, 
of all patients with portal cirrhosis. There is surely a 
need for further epidemiological studies of this serious 
and by no means uncommon disease. 


1 Statistical Bulletin of the Metropolitan Life Insurance Company, 1957, 38, 8. 
® Registrar General's Statistical Review of England and Wales for 1956, 1957, 
H.M.S.O., London. 


* Ratnoff, O. D., and Patek, A. J., Jun., Medicine, 1942, 21, 207. 
* See Sherlock, S., Diseases of the Liver and Biliary System, 1955, Oxford. 
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CARE OF THE DYING* 


BY 


IAN GRANT, M.B., Ch.B. 
General Practitioner, Glasgow 


After more than 30 years in general practice it still 
amazes me to see how few patients are aware that they 
are dying, and, of the few who are so aware, how little 
they fear the approach of death. William Hunter, 
shortly before his death, rose from his sick-bed to 
deliver a lecture on the “ operations of surgery.” By 
the end of the lecture his strength was so exhausted 
that he fainted away, and after he recovered conscious- 
ness he whispered to a friend, “ If I had strength to hold 
a pen, I would write how easy and pleasant a thing it 
is to die.” The great Sir William Osler on his deathbed 
said, “1 have been too far across the river'to go back 
and have it all over again.” 


Role of the G.P. 


When care is no longer possible it is the duty of the 
practitioner to bring contentment and comfort to his patients 
and to try to lighten the burden of their afflictions. But, in 
my view, this does not mean necessarily that he should seek 
merely to prolong life. There are times when I| have less 
and less sympathy with the superhuman efforts merely to 
extend life in old age. The complete curtailment of 
activities, skilled nursing, and the assiduous care of the 
doctor are apt, all too frequently, to carry the aged patient 
tottering past the danger point and then leave him a helpless 
wreck of humanity. 

There are, of course, special cases. I can recall a very 
wealthy man who had gifted most of his fortune to his 
family and who for the last six months of his life was 
gravely ill with congestive heart failure. If he died before a 
certain date very large sums were payable in death duties. 
Despite his great discomfort, I never knew a man who clung 
so tenaciously to life helped by the most skilled and tender 
nursing and assisted with all the advantages of modern 
pharmacy, but once the appointed date was attained he 
quickly gave up the struggle, and a few days later peacefully 
and contentedly passed into the unknown. 

The philosophy of R. L. Stevenson merits much considera- 
tion. “We do not, properly speaking, love life but rather 
living,” and again, “Does not life go down with better 
grace foaming in full body over a precipice than miserably 
struggling to an end in sandy deltas?” It is our duty to 
preserve not only health and life but also the joy of living, 
and often as a G.P. when dealing with cases of complete 
senility, when both mind and body have long since served 
their day and generation, one wonders whether one should 
really “ strive officiously to keep alive” by the use of anti- 
biotics. blood transfusions, and intravenous injections of 
varying potency or whether we should not let nature take 
its course and let the weary pass quickly into eternal rest. 


Need for More Hospital Accommodation 


The phrase death agony is, I think, ill chosen. In the 
ordinary way death comes peacefully or, if not, can easily 
be made so by sedative and analgesic drugs. Relatives 
should not try to call back into activity a mind that is 
fitfully wandering, and, above all, there should always be 
present a good nurse—not necessarily a trained nurse- ~able 
and willing to give every help and comfort to the patient. 
More hospital accommodation should be available for the 
moribund. It is wrong that so many old people die in 
crowded and squalid surroundings often with young children 
crying or playing in the death chamber. It is bad for the 
children, who are often at a very impressionable age, and it 

*Read at a Plenary Session at the Annual Meeting of the 
British Medical Association, Newcastle upon Tyne, 1957. 
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adds to the difficulties of the patient ; and yet, in our over- 
crowded slum areas, how often are old people nursed in a 
crowded family living-room. Nowadays, in this welfare 
State, we do so much for youth. Should it not be a first 
priority to provide adequate hospital and nursing care for 
those who have served their country well and whose life is 
now drawing to a close? We have, to a large extent, 
provided adequate accommodation for births; surely it is 
not unreasonable to ask that the very ill and the aged should 
be permitted to die undisturbed by the everyday battle of 
family chores. 

For those overtaken by grave injury, either by accident 
or in battle, the first need should be to ease pain, and for 
that purpose I advocate using morphine freely. If those 
sufferers must die, surely we should make their last hours 
as tranquil and pain-free as possible. Someone should 
always be at their side to take note of any message and to 
render them any little service. If at all possible we should 
never leave a gravely ill person to die alone. A return to 
consciousness and lucidity for a few minutes may sometimes 
occur, and to add loneliness to the tragedy of dying is an 
unkindness we should always avoid. 

In general practice we find that senile patients linger on 
for many months, and it is impossible to forecast, even 
approximately, the time they may survive. Although their 
faculties are almost completely gone, careful nursing is 
essential. If possible, they should get out of bed for a little 
each day. Their joints must not be allowed to stiffen. So 
often there is a tendency for knees, hips, wrists, and elbows 
to become flexed and fixed, which adds greatly to the 
difficulties of nursing. Regular sponging and cleanliness ; 
the watchful care of the skir to prevent bedsores, more 
particularly in the incontinent ; small meals three to four 
times daily and restriction of evening fluids ; and attention 
to bowels and bladder are all “ musts” in the care of the 
dying. These senile patients seldom suffer pain and in 
their own way seem contented. Death when it comes to 
them is often sudden. Relatives can seldom be forewarned. 
The machine just runs down and they go to sleep. They 
seldom need drugs. For them patience and kindliness in 
their nurse is often all that is necessary. 


Telling the Patient 


In malignant disease the G.P. is often called upon to 
treat the inoperable case or the case where operation has 
failed to effect a cure. The decision on what to tell the 
patient invariably devolves upon the G.P., and the decision 
is his personal responsibility. Many patients are of such 
character that the doctor, if he is specifically asked, will have 
no great difficulty in deciding to disclose the truth, but there 
are many other patients, and also patients’ relatives, to 
whom the doctor finds it very difficult to decide what he 
should tell. The doctor must gauge, and correctly gauge, 
the temperament of the patient. He must do his best to 
alleviate both the fears and the discomforts of the sick man, 
but it is unfair that he should bear this burden alone. 
Some relative should be told, and must accept his or her 
share of the burden. The doctor should never rush in with 
bad news to a patient, but circumstances may compel a 
limit to medical prevarication. Financial adjustments may 
be necessary—a will perhaps may require to be made. 
relatives from a distance may require to be summoned. 
Great tact must be exercised, and never should a case be 
Pronounced completely hopeless—serious, yes, but extra- 
ordinary recoveries are on record, and it is only the foolish 
who are completely dogmatic. 

Tr often think that, with experience, one gets the feel of 
patients and whether they want to know the full facts or 
not. With Pilate, we may oft-times ask, “ What is truth ? ” 
and so often, at best, we can tell only part of it, for we 
do not know the whole. 


Use of Drugs 


In the treatment of malignant cases it is well to withhold 
morphine as long as possible, for the patient so very quickly 
develops tolerance to the drug, and in a few months doses 
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must be increased to an amount far exceeding the pharma- 
copoeial dose. 

The different curative and euphoric effects of morphine 
are sometimes astonishing. Frequently I have given a fairly 
large dose of morphine to a patient, and on returning next 
day found him physically much better and mentally much 
more tranquil and peaceful. A colleague had two patients 
with very important business interests which required, if 
possible, the continued presence of these men on the direc- 
torate. Both had malignant secondaries, but were able to 
remain at business for several months, although latterly they 
were each taking 14 gr. (0.9 g.) of morphine daily and 
remained at work. 

Methadone, dihydrocodeine, codeine, and the barbiturates 
all have their uses in the less painful stages, but when the 
misery of the patient becomes desperate, as in advanced 
cancer of the tongue or secondaries in the bones, then indeed 
we should not spare the Waters of Lethe, and | am con- 
vinced that our first duty is to relieve pain and to induce 
merciful oblivion. 

In the care of those dying from congestive heart failure, 
nursing plays a very important part. When the patient 
becomes waterlogged and restless, no position is comfort- 
able for long and some little postural adjustment may be 
necessary every hour. An adjustable chair is a great boon, 
and sometimes these patients sleep more comfortably in a 
chair than in bed. Mersalyl and its synonyms are of much 
value, and aspiration of an ascites gives temporary relief, 
but this line of treatment should be delayed as long as 
possible. The abdomen again quickly fills up, and so often 
patients are disappointed and depressed at the recurrence 
of the fluid. The operation, although comparatively simple, 
becomes, after several aspirations, a major ordeal, and it 
is then again that | wonder whether we should Strive 
officiously to keep alive. A similar problem faces us with 
uraemia. Should we persist with drugs which can give only 
temporary relief ? 

In a different category is tuberculosis, which only a decade 
ago took heavy toll often of the most able and intelligent 
of our population. Thanks to modern surgery and chemo- 
therapy, the ravages of pulmonary tuberculosis have been 
checked and few tuberculous patients now can be ciassified 
as “the dying.” 

In general practice we must include the chronic rheuma- 
toids and those with cerebral thrombosis and cerebral 
haemorrhage in the category of dying, although their span 
of life can never be told with any degree of accuracy. They 
become wholly dependent on their relatives. Their mental 
acumen deteriorates; they eat, they sleep, their bodily 
functions continue, but they are a constant problem to their 
relatives. They require endless nursing care and attention 
and so often they become incontinent and appear incapable 
of appreciating either instruction or encouragement. 

A sedative at night is helpful, but it is wrong to prescribe 
morphine for these patients. ‘There is little that we, as 
doctors, can do beyond keeping up the morale of the 
relatives even more than that of the patients. But for these 
cases, which cause an almost unbearable strain on con- 
scientious relatives, there should be found in our N.HLS. 
some type of hospitalization. 


Geriatric and Other Problems 


Many lonely old people still die from malnutrition and 
some of its associated diseases such as the anaemias and 
scurvy. Admittedly, they are a geriatric problem and 
hospitalization in some form or other is the only answer. 
They get into a lethargic state both mentally and physically 
and become too weary to care for themselves. As practi- 
tioners, we can help by frequent visits to these old people, 
by arranging for meals on wheels, nursing care, and the 
provision of a home help, but all these facilities are still 
inadequately supplied, and the public conscience needs 
awakening to the requirements of those who have served 
their country faithfully and well during their working years. 
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So often as G.P.s our problem is a dual one—to care for 
the dying and to care for their relatives. How often do we 
see devoted mothers and dutiful daughters sacrificing their 
health and strength in attendance on a loved one. To them 
we must give what help and advice we can. No one should 
be allowed to remain on nursing duty night and day, and 
during the off-duty period the relative must have an 
occasional change of environment. There is nothing callous 
or heartless in a daughter going to a cinema or dance even 
though a parent is gravely ill with a chronic disease. The 
morale of relatives must be maintained, and for that purpose 
some of the tranquillizers are of value both for patients 
and for relatives. 

Let us visit our dying patient as often as we can find time, 
but we should never discuss a patient's progress with relatives 
when in the sick-room. So often a patient may appear 
to be unconscious, but he or she may overhear an expression 
of opinion which, to one who is gravely ill, may cause added 
distress and anxiety. Let us remember that although we 
may be able to do little for the patient our visit is of 
inestimable help to anxious relatives and we can thereby 
make their duties a little less burdensome. 

We, as general practitioners, must remember when associa- 
ting with the sick that they require kindness most of all, 
and that they first and foremost wish and hope to find a 
comprehending and sympathetic friend in their physician. 


WHEN IS A DOCTOR NEGLIGENT? 
B.M.A. LECTURE BY MISS ROSE HEILBRON 


Miss Rose Her_eron, LL.M., Q.C., Recorder of Burnley, 
delivered the annual B.M.A. lecture to the St. Pancras Divi- 
sion on December 11. She took as her subject “ The Legal 
Responsibilities of Doctors.” 

Between the years 1948 and 1953 the total sum awarded 
against medical practitioners for professional negligence 
increased to a very alarming degree, said Miss Heilbron. 
Since 1953, however, the number of cases against doctors 
had decreased, and it was now less easy to recover damages ; 
there had been a number of recent decisions embodying 
clearly expressed judicial opinion that a doctor should not 
be held liable for negligence merely because a mishap 
occurred. Nevertheless, the number of cases brought against 
doctors was still formidable, and it was therefore not sur- 
prising that the profession as a whole was now very con- 
scious of its legal responsibilities and was anxious to know 
more about them. 


Three Reasons for Increased Litigation 


Three factors had contributed to the present state of affairs. 
The first was the introduction of the Health Service, the 
second the changes in the law relating to the liabilities of 
hospitals for the negligence of their staff, and the third 
the introduction of legal aid. All these changes occurred 
between 1946 and 1951. 

It was clear that the attitude of the public towards hos- 
pitals and doctors had altered since the introduction of the 
Health Service. Before 1946, when hospitals were voluntary, 
far fewer medical actions were brought. Then there were the 
changes in the law itself. The law had developed so that, 
although for long it had been held that hospitals were not 
liable for the negligence of their doctors and nurses provided 
reasonable care had been taken in their selection, it was 
now clear that hospitals incurred not only a personal liability 
for acts of negligence causing damage——for instance, damage 
due to a negligent system adopted and maintained by them 

-but also a vicarious liability for the negligent acts of any 
member of their professional staff. This might even include 
the acts of a part-time visiting consultant, although that 
liability had not yet been clearly decided. This development 
could be traced mainly to decisions in three cases; and, 
although the alterations had occurred in a very short space 
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of time, the law had been moving in that direction since 
1909, when there was a leading case on the subject. 

The introduction of the legal aid scheme had clearly had 
a marked effect on the number of actions. Litigation was 
expensive, but actions against doctors where medical ex- 
perts might have to be called on both sides, and where 
the cases might be lengthy, were certainly beyond the 
purse of the average plaintiff. Now, however, the legal aia 
scheme would underwrite a proper case, and in the result 
cases which could never have been brought before the Legal 
Aid Act of 1949 had been enabled to see the light of day. 
There had, of course, inevitably been some abuse ; but it 
must not be overlooked that plaintiffs had been able, as a 
result of the scheme, to satisfy the courts of genuine acts 
of negligence resulting in very real damage. 


Professional Negligence 


The alterations in the law to which she had referred, con- 
tinued Miss Heilbron, did not mean that the conception 
of negligence had changed. Negligence, as a civil wrong, 
remained the same, and the members of any profession were 
liable to be sued, with one notable exception—namely, mem- 
bers of the Bar. On the other hand, members of the Bar 
were net allowed to sue for their fees. Negligence had been 
defined as the omission to do something which a reasonable 
man guided by those considerations which ordinarily regu- 
late the conduct of human affairs would do, or doing some- 
thing which a prudent and reasonable man would not do. 
The question of negligence arose only in circumstances 
where there was imposed by the law a duty to take care. 
Certain persons in law owed a duty to certain other per- 
sons, and a doctor was one; for, once he undertook the 
responsibility of treating a patient, he assumed the duty of 
care. 

The standard by which medical men were judged was 
neither inordinately high nor especially low. It was that 
of the ordinarily careful and competent practitioner. Where 
a man held himself out to the public as possessing the 
knowledge and skill of a doctor, he must attain the stan- 
dard set by the courts, which was that of a reasonably 
skilful and careful member of his own profession. Con- 
sultants, of course, would be under a higher duty than a 
general practitioner, but the standard was still a reasonable 
one—namely, that of a reasonably skilful and careful 
consultant. 

In the main, the medical practitioner was covered if he 
acted in accordance with approved practice. He was, more- 
over, entitled to act in accordance with the practice approved 
at the date of his treatment, even though this might not 
accord with what was approved at a later date. However, 
there was the qualification that in a profession such as medi- 
cine, where there were so many modern developments and 
new techniques, practitioners must keep their knowledge as 
up to date as possible. It might well be necessary for the 
doctor to be aware of newly recognized risks in old pro- 
cedures. If he failed to know them he would be held to 
have been negligent—if a reasonably careful doctor would 
have known, but not otherwise. A doctor might be liable 
if he did something which experience before he did it had 
shown to be dangerous. For example, if owing to frequent 
accidents a certain anaesthetic were widely known to be 
dangerous and a practitioner used it, then he might be 
liable. On the other hand, he would not be liable if damage 
could have been averted only after reading one particular 
article in a medical journal. 

A doctor was entitled to adopt his own method of treat- 
ment even if it did not meet with universal medical approval, 
so long as it was a mode of treatment approved by a sub- 
stantial proportion of his colleagues and was carried out with 
care and skill. 


Mistaken Diagnosis 
How was it possible, asked Miss Heilbron, particularly in 
view of the divergence of judicial opinion which did occur, 
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to know which of the mishaps which could and did happen 
in practice would be held to be negligent and which would 
not ? 

Sometimes, for instance, a mistake in diagnosis or 
treatment was made and the consequences were serious. 
Medicine was not an exact science and no doctor's judgment 
was infallible. Many symptoms could be masked or mis- 
interpreted, and despite every care in treatment an unfore- 
seen complication might occur causing the patient's last con- 
dition to be worse than his first. The patient understandably 
might wrongly attribute his changed condition to the doctor 
and blame him for it, “ but let me assure you,” continued 
Miss Heilbron, “no court will lightly and without good 
evidence make a finding of negligence against a doctor. 
Such a finding is an irreparable blow to a doctor's reputa- 
tion ; therefore, the rule of law which makes it necessary 
for a plaintiff to prove his case is a salutary one, and goes a 
long way towards protecting doctors against unjustifiable 
findings against them.” Of course that factor did not neces- 
sarily deter patients from bringing actions even though they 
might not win them. 

A mistake in diagnosis was not necessarily negligent, but a 
wrong diagnosis was a frequent basis for action if the mis- 
take resulted in the wrong treatment being given or a failure 
to follow the correct treatment, with resultant damage. 
Wrong diagnosis had been held to be negligent where, for 
instance, the missed signs and symptoms were such that no 
reasonably skilful and careful doctor would fail to recognize 
them. In that connexion, Miss Heilbron stressed that a 
doctor ought always to try to appreciate when a case was 
beyond his powers, and in cases of doubt to take an x-ray 
picture. 

Another aspect of negligence was to be seen in those cases 
where it was considered necessary to delegate some part of 
the treatment to the patient—for example, the administration 
of insulin or certain electrical treatment. In such cases 
failure to give clear and unambiguous instructions might 
constitute negligence. The warning given, if any were 
necessary,"must be abundantly clear, and the person giving 
it must make sure that the patient understood the possible 
risk. It behoved the doctor to take into account the intel- 
ligence of the patient and to explain in clear and simple 
terms what the danger might be. Doctors, like lawyers, 
tended to use language which the average person might find 
somewhat incomprehensible. 


Other Aspects of Negligence 

Giving injections was another source of frequent litigation 
against doctors. It was clear that accidents could happen 
and that they might not necessarily be due to negligence ; 
but to make an injection into an artery instead of a vein 
or to use the wrong solution or an excessive amount had 
all been held to amount to negligence, although, of course, 
each case must necessarily depend upon its own facts and no 
general rule could be laid down. 

With anaesthetics, if adverse effects were due solely to 
the personal idiosyncrasy of the patient, the doctor was not 
liable, of course. But if the wrong drug were administered, 
then there wes likely to be a finding of negligence against 
the hospital, the doctor, or the nurse, or against all three. 
“Is it not possible to invent some infallible system of label- 
ling or handing over such drugs,” asked Miss Heilbron, “a 
system which could overcome the fallibility of human 
nature ?” 

There were many other aspects of negligence. Was it 
negligence, for instance, to deceive a patient about the 
possible dangers of a certain line of treatment? Was it 
negligence to omit to disclose certain matters to a patient ? 
The answer would depend largely on the individual circum- 
stance—the condition of the patient, his character, intelli- 
gence, and so on—and there would be room for more than 
One opinion. 
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Correspondence 


Because of heavy pressur: on our space, correspondents are 
asked to keep their Iraers short. 


Hormone Therapy and Rheumatoid Arthritis 


Sir,—Your leading a,ticle (Journal, November 30, p. 1291) 
and the two interesting papers by Dr. Oswald Savage and his 
colleagues (p. 1257) and Dr. G. R. Fearnley and his col- 
leagues (p. 1263) on the treatment of rheumatoid arthritis 
with steroids and corticotropin raise many interesting issues 
which seem worth further consideration. To anyone un- 
familiar with the biochemistry and physiology of adrenal 
steroids the paper of Dr. Savage and his group might imply 
a clear recommendation to drop systemic steroid therapy in 
favour of corticotropin in rheumatoid arthritis, and in other 
systemic diseases which can be treated with these two agents. 
Many readers may be left with the impression (from all 
three articles) that profound qualitative differences in the 
pharmacology of corticotropin and adrenal steroids or their 
analogues exist, and that these are the reason for the find- 
ings of Dr. Savage's group and of Dr. West.’ This impres- 
sion is conveyed by many similar articles in this field, which, 
as your leading article and the articles referred to, make no 
mention at all of the really important difference between the 
two modes of treatment. Although it is not possible to 
provide complete evidence for the following argument, pre- 
sent evidence is strong enough to justify its being heard. 

The important difference between the two modes of treat- 
ment under consideration is almost certainly not due to any 
specific difference in the steroids available to the whole 
organism. Rather is it most probably due to a difference 
in their distribution. In the case of corticotropin therapy, 
hydrocortisone is the effective agent and is released into 
the systemic venous system, whereas with oral cortisone 
therapy it is probable that about half the cortisone will be 
rendered unavailable to the rest of the body, since it is 
absorbed via the portal system’ and a large fraction taken 
up by the liver.” It is probable that most of the effective 
material reaching the systemic venous system with oral corti- 
sone treatment is in fact hydrocortisone which has been 
produced by hepatic reduction of the cortisone* (oral corti- 
sone therapy might be compared with a hypothetical 
“depot preparation in which the depot is the liver). It 
is not yet clear how much of the biological actions of the 
adrenal steroids are due to a direct action upon the liver 
and how much to direct actions upon the peripheral tissues, 
but at the moment it seems likely that both types of action 
do in fact occur and that the anti-inflammatory action is a 
direct one upon the tissues. Oral cortisone would be 
expected, therefore, to give rise to an undue prominence of 
hepatic as against peripheral effects. Some evidence on 
this question might be gathered by examining the post- 
mortem reports of patients who have died under cortisone 
or corticotropin therapy, for their liver weights (and histo- 
logy if available) compared with therapeutic effect at 
different dose levels. 

In accord with this argument is the fact that inspection 
of the steroid excretion figures given by Dr. Savage's group 
suggests that their (therapeutically effective) doses of cortico- 
tropin were causing a secretion of about 50-75 mg. hydro- 
cortisone daily, which would be equivalent to about 100-200 
mg. of oral cortisone daily, using probable figures for the 
conversion of cortisone to hydrocortisone—i.e., released 
systemically. Although there is considerable uncertainty 
about the exact values of these figures in man, it is not un- 
reasonable to suppose that the differences in the overall 
effects of corticotropin and oral cortisone depend largely 
upon these different routes of entry of hydrocortisone into 
the systemic venous system, and not upon any mysterious 
qualitative difference between the two agents. 

It follows from this that corticotropin administration 
should be compared with the intramuscular administration 
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of hydrocortisone before one can arrive at any certain 
view of the relative efficiency of steroid and corticotropin 
therapy. If cortisone itself is administered intramuscularly it 
is probable that the cortisone would still have to be reduced 
to hydrocortisone by passage through the liver to be 
effective, so that there would be no advantage over oral 
administration. With intramuscular administration of 
hydrocortisone, however, the steroid would be effective 
directly and therapeutic efficiency would not depend upon 
passage through the liver. It is true that this route of 
administration is much less convenient than the oral route, 
but the same disadvantage holds with corticotropin 
administration. However, the advantages of the intra- 
muscular administration of the steroid over intra- 
muscular corticotropin are considerable, since hydro- 
cortisone is a well-defined substance which does not suffer 
from the wide variability of activity of different batches of 
corticotropin,’ * from the dangers of allergic reactions, from 
the difficulties of acquired resistance,’ * and from the need 
for close biochemical control.'* It would still be necessary, 
however, to administer corticotropin at the end of a course 
of hydrocortisone in order to avoid withdrawal symptoms. 
In view of these considerations, it would seem premature 
to proclaim the advantages of prolonged corticotropin 
therapy until a carefully controlled comparison has been 
made with parenteral treatment with hydrocortisone. Such 
a study, ideally, would require preliminary investigations to 
determine the blood levels of hydrocortisone achieved with 
different intramuscular preparations—e.g., acetate, hemisuc- 
cinate, or free steroid, or mixtures—and with different 
schedules of corticotropin injections. This letter is not to 
deny in any way the very considerable interest and value 
of the observations of Dr. Savage and his group.—I am, etc., 

Oxford. Il. E. Busan. 
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Haemolysis in Cholera 


Sm,—Professor K. C. Basu Mallik and his co-workers 
referred in their paper (Journal, October 5, p. 803) to our 
work’ ’ on haemolysis in cholera and stated: “ The early 
enthusiastic papers of the above workers are followed by 
a more cautious report.” 

May I point out that, in my last report,” I was cautious 
about the association of haemoglobinaemia with post- 
choleraic uraemia which we had suggested in our first 
article," but not about the occurrence of intravascular 
haemolysis in cholera, which was only confirmed ?—I am. 
etc., 


Calcutta. S. N. De. 
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Recovery after Long-term Depressive Attack 


Sir,—The interesting report by Dr. G. M. Woddis 
(Journal, December 14, p. 1412) of a patient’s recovery 
after a depressive attack of 30 years’ duration prompts me 
to record a similar case just brought to my notice of a male 
patient in Middlewood, admitted in a first attack in 1942, 
at the age of 47, with a suicidal self-depreciatory depressive 
state, which has continued over the intervening years until 
a spontaneous recovery occurred some three months ago, 
15 years after the onset. He was the elder of three siblings, 
and there was a psychotic family history on both sides. His 
depression seemed to follow upon his wife’s long and fatal 
illness. He had some convulsive therapy two months after 
admission, with but slight temporary improvement, and he 
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effective oral doses of ergotamine can today be given—by 
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When optimal tracheobronchial 
cleansing is desired 
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PRYPTAR AEROSOL is non-antigenic. 


PRESENTATION 

Carton containing 1 vial 125,000 Armour Units 
Crystallised Trypsin and 3 ml. ampoule Tryptar 
diluent. Also available for local and intra- 
pleural use, each carton containing 1 vial 


250,000 Armour Units Crystallised Trypsin, 
and 1 vial of diluent. 
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For the child with acidosis 


. . . maintain the blood sugar 


When there is difficulty in digesting fats as the result of carbohydrate 
shortage, the effect of Lucozade, with its glucose content and its pleasant 
flavour, can be quite dramatic. In fact, wherever there is a poor appetite 
and little power to assimilate ordinary food, Lucozade will frequently 
prove irresistible and quickly strengthening. 


Lucozade requires no preparation. It is a lightly 
carbonated glucose solution with an attractive golden 
colour and a pleasant citrous flavour. The liquid 
glucose content is 23.5% w/v or about 21 calories for 
each fluid ounce. 
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thereafter remained depressed, withdrawn, and at times al- 
most stuporose, so that he came to be regarded as demented, 
though his blood pressure was normal. He has now been 
normal in ‘manner, speech, and mood for the past two 
months, enjoying for the first time the freedom of parole. 
These cases emphasize the universally good prognosis 
in uncomplicated simple depressed states no matter how 
long some of them tend to continue, with the added dangers 
of being considered incurable and denial of further E.C.T. 
I am, etc., 


Sheffield, 6 F. T. THorpe. 


Unheralded Pulmonary Embolism 


Sir,—lI was interested in the paper on unheralded pulmon- 
ary embolism by Drs. H. Cohen and J. J. Daly VJournal, 
November 23, p. 1209). It is recognized that the pulmonary 
embolism in the majority of cases starts with phlebitis in the 
legs. In the legs are two venous systems—the superficial 
one, easy to examine, and the deep one. The latter can 
be easily examined by oscillometry. This simple method 
applied daily would clearly show, by the deviation of the 
oscillometric needle, the existence before or after operation 
of deep venous thrombosis in the legs. Pachon’s oscillo- 
meter, in my opinion, is the best. Incidentally, oscillometry 
is the only simple clinical method of defining the mean or 
effective blood pressure, which is more important than the 
systolic or diastolic ones.—I am, etc., 

London, N.W.11 N. PINEs. 


Dislocation of Jaw 


Sir,—Dr. M. S. Sanders’s letter on the subject of disloca- 
tion of the jaw (Journal, November 23, p. 1240) reminds me 
of an amusing occurrence many years ago, when I was a 
house-surgeon. 

Two girls presented themselves at the casualty department 
of the hospital with the following history. One of them had 
dislocated her jaw in the act of yawning. She had gone 
with her friend to a general practitioner who lived opposite 
the hospital and who had promptly reduced the dislocation 
for her. On leaving his surgery they had both had a fit of 
the giggles and the victim had laughed so heartily that the 
jaw was again dislocated. Feeling rather foolish, and not 
having the nerve to go back to the doctor, she came across 
the road to the hospital for her second reduction.—I am, 
etc., 


Gt. Yarmouth. Ivor W. HocKkLey. 


Intermittent Claudication 


Sir,—I read Dr. R. L. Richards’s timely and informative 
article (Journal, November 9, p. 1091), in which he discusses 
the prognosis of intermittent claudication, with great interest. 
He followed up 60 patients with uncomplicated intermittent 
claudication over a five-year period and found the mortality 
rate was 28.3%. After reading the article, I have analysed 
the case records of 92 patients attending my peripheral 
vascular disease clinic for a similar period and have found 
that the mortality rate was 16.2%. My material was 
similar, as can be judged by comparing his figures with mine, 
which are bracketed. Dr. Richards stated that “the dura- 
tion of the claudication before the patients were seen varied 
from a few days to five years [two weeks to six years]. 
There were 55 men and 5 women [87 men and 5 women] in 
the series. Their ages ranged from 24 to 69 [29 to 79}. 
with a mean of 52.9 years [63.3 years].” I have excluded 
all cases suffering from gangrene unless this developed 
shortly before death. 

During the analysis of the case records, it soon became 
obvious that it was difficult to find out the precise cause of 
death. Many who died in hospital did not have a post- 
mortem examination and 45 had not attended the clinic 
during the past six months. I wrote to the family doctor 
concerned asking for information about these patients, and 
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from the additional information 1 was able to assess the 
mortality rate. I must disagree with Dr. Richards’s remark 
that “it is probable that fluctuations in the severity of the 
claudication represented the natural history of the disease 
rather than the effects of medical treatment.” 

When last seen in my clinic, out of the 92 patients, 51 
were taking spasmocyclone (“cyclospasmol”); 19 were 
taking spasmocyclone nicotinyl alcohol tartrate 
(“ronicol plus alpha-tocopherol (vitamin E), 11 were 
taking spasmocyclone plus nicotinyl alcohol tartrate, and 
the remaining 11 were on nicotinyl alcohol tartrate alone. 
The therapeutic value was assessed in the sam manner as 
in my previous paper’ and the results are listed below. 


Moderately, Slightly 
Improved | Improved | Failed 


Spasmocyclone. . | 
Spasmocycione plus nicotiny!l alcohol tar- 
trate plus alpha-tocopherol . . ; | 10 4 $ 
Nicotiny/ alcoho! tartrate | 5 2 4 
5 4 5 


Sp.asmocyclone plus nicotiny! alcohol tartrate 


It must be emphasized that these figures represent the 
number of patients who were considered to be receiving the 
best drug or combination of drugs. Many had previously 
received other drugs with less benefit. In a controlled 
clinical trial I’ have already described the value of spasmo- 
cyclone in the treatment of intermittent claudication, and 
these figures support the conclusions reached in this article 
that it is one of the most useful drugs we have for the 
treatment of severe peripheral vascular disease of the limbs. 
—I am, ete., 

Birmingham, 18. R. oO. GILLHESPY. 
REFERENCE 
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Maternal Anaesthetic Deaths 


Sir,—Dr. D. Stirling Eddie (Journal, November 30, p. 
1306) is sadly in error in regard to his facts. It is clear 
that he has not read the report’ to which I referred (Journal, 
November 9, p. 1115). If he will do so he will see that it 
is stated that, of the 49 deaths, only 2 occurred in the 
patient’s own home. _In 5 the patient was in a nursing-home 
or maternity home, and the remaining 42 were in hospital. 
If we must have percentages, that would make it, approxi- 
mately, hospital fatalities 84°, maternity or nursing-home 
10%, and home fatalities 4% (not 14% as Dr. Eddie 
assumed). 

Dr. Parker’ in his authoritative article on maternal deaths 
from aspiration asphyxia showed that, in the period 1943 
to 1952. all the Birmingham deaths from this cause occurred 
in hospital. In 3,048 forceps deliveries in the patient's home” 
there were no deaths, whereas in 2,200 deliveries in the 
Birmingham Maternity Hospital there were 4 deaths from 
asphyxia. Can anyone’ pretend that these figures are for- 
tuitous and without considerable significance ? Their real 
importance, however, lies in the indications which they pro- 
vide, and the conclusions which can be drawn, as to the 
causes of these tragic fatalities occurring in young women 
who are usually perfectly fit, and at a time when one of the 
happiest moments of their lives seems just within their 
grasp. Surely anything we can do towards eliminating or 
even reducing the incidence of these catastrophes is very 
well worth while. 

I believe that the greater safety in forceps delivery at 
home depends on three factors which, in order of import- 
ance, are: (1) there are still a great number of general prac- 
titioners who use the lateral position with its infinitely 
greater safety ; (2) simpler, open methods of anaesthesia are 
mostly used in the home ; (3) even with the patient in the 
lithotomy position she cannot be fixed in the potential death 
trap ensured by the rigid lithotomy supports used in hospitals 
and in some maternity homes, and she can therefore be 
rolled over fairly quickly should vomiting occur. 
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Until those who teach obstetrics in this country realize 
that in forceps delivery under general anaesthesia the posi- 
tion of the patient can be of vital importance in determining 
the survival or the death of the patient when vomiting 
occurs, we cannot, unfortunately, expect any material 
improvement in the situation as regards aspiration asphyxia. 
There is, however, one alteration in the procedure in vogue 
at present which, if widely adopted, would certainly reduce 
the fatalities from aspiration of vomit. We know, from 
various sources, that in about half the fatal cases the 
vomiting and the inhalation of vomit occur during the 
induction of anaesthesia. If, therefore, those obstetricians 
who do not feel competent to put on forceps in the lateral 
position would at least allow the anaesthetist to induce the 
patient in that position, the vomit would in many cases be 
safely deposited on the operating table, perhaps even before 
the measured tread of the lithotomist is heard.—I am, etc., 


London, N.W.7. A. H. Morey. 
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Knock-knee in Children 


Sirn,—The article by Dr. A. J. M. Morley (Journal, 
October 26, p. 976) and subsequent correspondence exhibit 
somewhat superficial thought ; but fortunately the condition 
as now seen without a rachitic background is indeed benign, 
and usually outgrown. 

The observation that knock-knee is common in fat child- 
ren is a blinding glimpse of the obvious fact that if the 
femoral condyles are separated by thick wads of fat so also 
will separation of the malleolj be increased. Much con- 
fusion has arisen from using inter-malleolar separation as 
the only criterion of knock-knee. The majority of children 
exhibiting this knock-knee have in fact the same tibio- 
femoral angle of 10° (or 170°) measuring from the top 
of the tibial tubercle as apex along the tibial crest and the 
line of the femoral shaft. From this apex inter-malleolar 
separation is determined not only by the length of the 
tibia but by the angle and length of the femoral neck and 
by the separation of the femoral heads. 

Basically it is relative widening of the distance between 
the trochanters—-a normal phenomenon of growth due to 
alteration in the angle of the femoral neck (increasing varus, 
decreasing anteversion)}—and increasing length which brings 
the malleoli together in the growing girl, whereas in the 
boy the angle at the knee grows less. Unless, therefore, 
there is marked increase in the tibio-femoral angle beyond 
10° it seems senseless to try to obscure hip abnormality by 
straining the knee with splints. It is surely wiser to let the 
child grow nearly to completion and then, if very necessary, 
straighten the tibio-femoral angle by so simple and atrau- 
matic a procedure as temporarily stapling the inner side of 
the lower femoral epiphysis. Surely, too, it is wise to 
protect the inner side of foot and knee from extra mechani- 
cal strain during the growing years by prescribing a Jones 


heel.—-I am, etc., 
Derby R. Lunt. 
Combined Prophylactics 
Sirn.—We would like to thank Dr. J. S. Robertson for 


his letter (Journal, December 7, p. 1366) on the subject of 
our joint article (Journal, November 23, p. 1213). While 
we appreciate all he says, we would like to explain a few 
points. In respect of the use of statistics, results such as 
those referred to may be viewed from two aspects ; first, 
to note trends, as shown by our finding that the doubling 
of the dose of tetanus toxoid from 3-6 Lf to the fixed 
amount of diphtheria toxoid increaseti the Schick conver- 
sion rate by about 5%, and a further doubling of the 


amount of tetanus toxoid to 12 Lf produced an additional 
improvement of approximately 10% ; secondly, even if we 
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assume that the whole body of the data is homogeneous, 
then the value of ,* for Group 4, Table II (30 Lf diphtheria 
toxoid plus 12 Lf tetanus toxoid), becomes 5.6, which, for 
one degree of freedom, gives a value for P of 0.02, one 
even less than that given in the paper. ; 

It may not be generally known that, while realizing that 
P.T.A.P. and A.P.T. are greatly superior to F.T., one of 
us (G. B.) was the first to try out modern purified F.T. when 
many were in despair about the bogy of post-inoculation 
paralysis. It appeared to be a retrograde step in the 
immunological sense. Later work, however, showed the 
marked toxoid adjuvant effect of admixture with pertussis 
vaccine, and we are sure Dr. Robertson will agree with us 
that any modification of the composition of a mixture 
should be subjected to clinical trials. It has been the pur- 
pose of our work on combined antigens, over the last five 
years, to demonstrate their field efficiency on a quantitative 
basis ; we both wholly subscribe to their use, but insist on 
measurement at all stages, with particular stress on the 
merits of a good primary response. 

Dr. Robertson's final remark on the need to adopt a 
course of action which will give the greatest overall 
efficiency is one that has never been absent from our minds ; 
indeed, the prime difficulty here has been the lack of know- 
ledge on what shall be regarded as an adequate antibody 
response. The whole problem is extremely complex, in 
which psychology and administration play a no _ less 
important part than the antigenic efficiency of the materials 
used.—-We are, etc., 

Guy BousFIELD. 


London, W.2 L. B. Ho tr. 


Sir.—Dr. Guy Bousfield, in his article with Dr. L. B. 
Holt (Journal, November 23, p. 1213), recommends that 
inoculation should be performed in the arm of very young 
infants, both arms to be used for this purpose on each 
occasion. I have read elsewhere that inoculation in the 
buttock is to be preferred, since post-inoculation poliomyelitis 
affects the spinal cord at the level of the muscles injected. 
Until such time as immunization can be offered to all 
babies before other immunizations niight it not be safer to 
use both buttocks in preference to both arms ?—I am, etc.. 


Enfield, Middx. C. M. SMALL. 


Cyanosis in Infancy 


Sizk,—In your interesting annotation on cyanosis in infancy 
(Journal, November 2, p. 1045) you have aptly alluded to 
the difficulty of explaining some of the attacks of inter- 
mittent cyanosis in the newborn period. The following two 
cases suggest viral encephalitis as a probable aetiological 
factor. 

In an infant 30 days old attacks of intermittent cyanosis 
with disturbed respiratory rhythm were associated with rise 
of temperats e up to 103° F. (39.4° C.) for two days. On 
the third day the attacks subsided with the appearance of 
limpness of the left lower extremity, clearly suggesting the 
diagnosis of polio-encephalitis, In another case, aged 3 
weeks, no aetiological factor could be detected by a 
thorough investigation for congenital heart disease, dia- 
phragmatic hernia, pulmonary collapse, or atelectasis. 
There was no history of prematurity, but the child was 
delivered by caesarean section at full term in a primipara. 
It was normal for three weeks. Then, with a mild upper 
respiratory tract infection and rise of temperature to 102° F. 
(38.9° C.) the child developed attacks of intermittent cyanosis 
with disturbed respiratory rhythm. The attacks gradually 
became more frequent and prolonged till, when I saw it, 
the child was intensely cyanosed most of the day. Dur- 
ing the attack the child appeared unconscious, with eyes 
rolled up, fists clenched, legs stiff and stretched but without 
obvious clonic convulsion. The child was making a peculiar 
groaning noise with almost each respiration. All the deep 
and superficial reflexes were lost except a weak conjunctival 
and deglutition reflex. Lumbar puncture was not allowed, 
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as the end seemed imminent. The child was put on sedatives 
and antibiotics. The attacks improved gradually and the 
child became normal, and has remained so to this day, about 
two months after the illness. The diagnosis is still shrouded 
in mystery, but I believe that there is enough evidence to 
suspect that the illness of the child was only a manifestation 
of influenza, common at the time in India, producing a 
mild encephalitis. 

So in newborn infants where the attacks of intermittent 
cyanosis and disturbed respiratory’ rhythm are associated 
with rise in temperature, viral encephalitis should be con- 
sidered in the differential diagnosis.—I am, etc., 

Poona, Indie P. L. DesHmuKH. 


Homoeopathy 

Sir.-Dr. H. L. Duke (Journal, November 30, p. 1306) 
has misunderstood me. I intended to convey the idea that 
the usual immunizing procedures against diphtheria were 
homoeopathic in nature, Most homoeopathic doctors, as 
far as I know, carry out ordinary diphtheria immunization. 
Dr. Duke, however, has raised an interesting point about 
oral vaccines which homoeopathic doctors have been using 
for many years. A preparation made from the influenza 
A (Asian) virus has been available since September of this 
year. Many of those using it have found it valuable as a 
prophy lactic. 

Regarding oral vaccines for diphtheria, the late Dr. John 
Paterson in 1941 published a paper entitled “ A Preliminary 
Study of the Alteration of the Schick Test by a 
Homoeopathic Potency,’ and concluded that a negative 
Schick test could be produced following an original positive 
result in a number of cases greater than the normal Schick 
fluctuations, but that the percentage of successes with the 
doses tested was not sufficient to justify their substitution 
for the A.P.T. which was in current use then.—I am, etc., 


Glasgow T. D. Ross. 
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Early Separation of Handicapped Children 


from Parents 


Sirn,.—It is difficult to reply cogently to Dr. J. E. G. 
Vincenzi'’s letter (Journal, November 30, p. 1304) because 
it contains so many generalizations which are unsupported 
by evidence. To write in terms of “likely to add maladjust- 
ment,” “perfectly satisfactory homes,” “as a general rule 
it is undesirable for a child to go to a boarding-school 
before the age of 7 or 8,” does not increase our understand- 
ing of the facts which give rise to his concern for handi- 
capped children in boarding-schools. 

This school has on its roll day children, children who go 
home weekly, and full boarders. Their age of entry varies 
from 2 to 6-plus and they come from a variety of homes. 
Some are only children, some have deaf parents, some are 
from broken homes, and some have parents who can provide 
every facility, if required, from a lightweight hearing-aid 
to a tutor. Some have received training from their parents 
under the guidance of audiology units, some have been to 
other schools for hearing children or other schools for the 
deaf. Some have had no help at all. From my experience 
of this assorted group of children, I can make these cate- 
gorical statements: (1) that the only children whose progress 
affords me some satisfaction are those who started full-time 
training before the age of 3, irrespective of their degree of 
hearing loss or their intelligence ; (2) that the late entry 
children are more often more maladjusted than the children 
who start school early, and certainly are more educationally 
and socially backward ; (3) that as many cases of maladjust- 
ment occur among the day children as occur among full 
boarders: and (4) that most cases of maladjustment arise 
from the child’s relationship to the home, with deafness a 
contributory factor. To equate degree of maladjustment 
with the timing of entry into a boarding-school is a gross 


oversimplification. 
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Dr. Vincenzi would like to see some other method adopted 
to help the children overcome their handicap without their 
having to leave their parents’ care. Many of these children 
are scattered thinly over a wide area of the country. What 
would he suggest? Peripatetic teachers ? Would this pro- 
vide enough teaching time? Could they carry around alli 
the necessary amplifying equipment ? Or does he suggest 
that the parents take over their training? Where would 
the parents receive their training ? Would there be adequate 
supervision ? Can the objective role of teacher be married 
to the subjective role of parent, bearing in mind that most 
of these parents are already overloaded with anxiety and 
guilt feelings ? 

If Dr. Vincenzi is advocating the setting up of numerous 
nursery schools for these children, sufficient in number for 
all children to get home at least for week-ends, he wil! have 
my keenest support. I could not, however, find virtue in any 
arrangement which deprives deaf children from access to 
full-time training using the best possible equipment by quali- 
fied teachers of the deaf.—I am, etc., 


Woodford Green, Essex B. I. INGALL, 


Principal, 
Nursery Schoo! for Deaf Ch idren 


Mandible-assisted Breathing 


Sir,—It occurred to me on reading the recently published 
articles on glossopharyngeal breathing (Journal, November 
23, p. 1204 and 1205) how much more efficient it would 
be to have a lightweight respirator attached to the patient 
which could be worked by the masseter muscles by an 
attachment to the lower jaw, with small bellows or pump 
with unidirectional valves leading to the nasal air-piece, 
with or without a cuffed nasal tube; the air-piece would 
have to be well fitted with an inflatable cuff. It should be 
comparatively easy with such an arrangement to pump 
sufficient air through the nose with a few lower jaw move- 
ments, to inflate the lungs, the patient keeping the pharynx 
shut off by raising the tongue. 

There are various methods of working this out mechani- 
cally which occurred to me, and which I have discussed 
with Medical and Industrial Equipment, Ltd.. who are 
actively engaged in this development. I myself do not 
come in contact with these cases, but those interested in 
this development could get in touch with Medical and 
Industrial Equipment, Ltd., who are producing prototypes. 
—I am, etc., 

Windsor. J. P. Cuppican. 


Drug Firm Representatives 


Sir,—The barrage of high-pressure salesmanship to which 
we are subjected by the proprietary drug firms is a source of 
great concern to many practitioners. Our defences seem 
very inadequate. A course in pharmacology and materia 
medica taken 24 years ago is of limited value. A knowledge 
of the natural history of disease gleaned by those fortunate 
enough to have worked in the pre-antibiotic era is of con- 
siderably more value. It helps us to discriminate between 
conditions which need a little help and those for which 
drastic and expensive measures are justified. A determina- 
tion, wearing rather thin, to confine one’s therapy to remedies 
that are valuable and thoroughly understood is hard to 
maintain under present circumstances. 

Very occasionally we receive a pamphlet from the Minis- 
try of Health setting down in guarded words some advice 
on the complexities of modern drugs and how to avoid 
expensive prescribing. These pamphlets are of great value 
in helping the prescriber to assess the value of a new drug 
and compare its merits with those with which he is more 
familiar. But it is the feebleness of the Ministry of Health's 
counterblast which prompts me to add to this correspon- 
dence. The pamphlets are good, but we need many more 
of them and they must keep abreast of the latest fantasia 
swirling from the drug houses. The Ministry should carry 
the war into the enemy’s camp and send representatives to 
our surgeries ready to give us unbiased information on the 
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merits of the advertiser's claims. We need someone un- 
attached to any drug house who will interpret the complex 
formulae which disguise the true nature of many expensive 
and perhaps dangerous drugs now being thrust upon us 
from every side. We need someone to unmask the 
pharmacological mystery formulae, so that we can place the 
drug in its genuine category of usefulness. We need details 
of cost, which most advertisements still neglect to publish. 
We need someone to correlate the claims made for new and 
expensive drugs with the known facts. How many general 
practitioners or clinical consultants would benefit from the 
knowledge that a well-known proprietary tablet for irri- 
tating coughs consists of 10 mg. bis-[l-(carbo-8-diethyl- 
disulphonate ? 

I, personally, should always find time to welcome a repre- 
sentative of this colour, and I think if prescribing under the 
National Health Service is to be replaced on a safe and 
rational basis something of this sort will have to be done.- 

1 am, etc., 
Sheffield, 8 E. C. ATKINSON. 


Syringe Service for the Family Doctor 


Sir, -In a recent meticulous survey for a central syringe 
service which would include the whole Health Service, 
E. Cameron Murphy’ finds that the syringe usage of the 
general practitioner is 7°, of the whole (hospital, public 
health, and G.P.). He concludes that it would be un- 
economic to issue syringes to G.P.s unless they were “ pre- 
pared to make considerable efforts to deliver and collect the 
syringes themselves.” 

Our experience at Westwood Hospital suggests that a 
large proportion would be so prepared. As an experiment, 
we have for some years made the hospital syringe service 
available to the general practitioner. It has been found 
that those living in the town-—-i.c., within one mile of the 
hospital—for the most part use the syringe service for all 
their injections and aspirations, while those from the villages 
—1.¢., over five miles—mostly do not. The doctor or deputy 
calls at the “ stericentre " twice weekly, where used equip- 
ment is replaced. Having dry, sterilized, oiled syringes with 
sharp needles always at hand is found to be a notable con- 
venience and the time saved is appreciable. For the steri- 
centre the work as suggested by the above survey is no: 
great, in our case being equivalent to one more ward. 

For those living at a distance we designed the flat 
syringe sterilizer,’ by which six boiled but virtually dry 
sterile syringes are prepared and carried in a compact 
container.-I am, etc., 

Beverley, Yorks. H. F. BARNARD. 

RUPERENCES 


* Murphy, E. C.. Monthly Bull. Minist. Hith Lab. Serv., 1957, 16, 212. 
* Barnard. H. F.. Brit. med. J., 1956, 1, 917. 


Vision and Television 


Str,—I entirely agree with the conclusions of Dr. A. H. 
Griffith (Journal, November 30, p. 1299). I have been very 
interested in the effects of television on eyes since 1950, and 
have kept complete records since then. I find that the per- 
centage of eyestrain in both boys and girls of 11 and 12 
years is slightly higher in my patients in Bermondsey and 
Edmonton compared with patients elsewhere. I would very 
much like to have views of other ophthalmologists who have 
been doing this research in other parts of Great Britain. —I 
am, ete., 

London, W.1 R. U. Hincorani. 


“ Butcher's Thigh ” 

Sir,—-The need for prompt and efficient first-aid treatment 
in certain cases of this occupational injury, to which Mr. 
J. R. S. Paterson (Journal, November 30, p. 1309) has drawn 
attention, is illustrated by a case which came under my care 
at the Victoria Hospital, Blackpool. 
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Credit is due to Mr. M. Lange, who was then the surgical 
registrar, and who, receiving a terse summons from 
casualty, sought not to reason why but set off at high speed 
in that direction. Further spurred from afar by the sight of 
a blood-stained butcher seated in the hall, he reached the 
patient, the butcher's boy, who was quite unconscious and 
almost exsanguinated from a knife wound, | in. (2.5 cm.) 
long, situated just above the fold of the right groin. He 
had been brought by the butcher in his van from the scene 
of the accident, and, until oxygen was administered by the 
nursing staff, no form of treatment had been attempted. The 
bleeding was now minimal and it was easily controlled by 
pressure on the abdominal aorta through the relaxed 
abdominal wall. It was found that, with the fist on the 
umbilicus and the arm extended, an adequate pressure could 
be maintained for an indefinite period without fatigue. 
Meanwhile measures were taken to set up an intravenous 
plasma drip and to cross-match blood for transfusion, and 
shortly afterwards the whole cavalcade moved to the 
operating theatre. As the patient was still deeply uncon- 
scious, no anaesthetic was needed to explore the wound, 
and the bleeding site proved to be a V-shaped notch cut in 
the side of the external iliac artery. It was interesting to 
note how the bleeding from it could be controlled by 
compressing the aorta in the manner described. By the time 
an arterial suture was done and the operation completed the 
blood pressure was restored and the patient was in good 
condition, but he was still quite unconscious, and when later 
that day a spasmodic twitching developed in the limbs the 
outlook seemed poor. He recovered, however, and in 
48 hours he was able to recognize his fiancée, a relationship 
he stoutly denied at first but happily accepted later. When 
last seen some six weeks after the accident he was back at 
work and complained only of an increased difficulty in 
counting the change. 

This case illustrates very clearly the importance of the 
abdominal aorta as a pressure-point. The difficulty is not 
so much in teaching people how to use it as when to use it. 
It would be an intolerable manceuvre to the conscious 
patient and not likely to be effective, and its use should be 
restricted to cases of desperate bleeding from wounds of the 
groin or lower abdomen, where no other first-aid measure 
is practicable. It is of interest to note that the technique of 
aortic compression is taught universally to Boy Scouts but 
not apparently approved by all of their seniors in the 
ambulance brigades.—I am, etc., 


Blackpoo! D. K. LENNOX. 


Phenylbutazone 


Sin,—I have noted of late letters in the Journal with 
reference to the dangerous side-effects of phenylbutazone in 
therapy. I therefore suggest tentatively a method I have 
found of value in warding off unpleasant sequelae of therapy, 
such as leucopenia, agranulocytosis, etc., or of correcting 
them if they have intruded. 

It is to accompany the phenylbutazone with vitamin C in 
liberal dosage (100 mg. several times orally a day) and to 
catalyse the redux activity of the vitamin with small oral 
doses of a ferrous preparation, such as ferrous gluconate. 
As rheumatoid patients are initially deficient in vitamin-C 
storage, replenishment of stores should be a logical pro- 
cedure, but the potentiation of the vitamin activity still, in 
my experience, is dependent on an appropriate catalyst such 
as the one I use.—I am, etc., 


Durban, S. Africa J. DRUMMOND. 


Mongolism in a Twin 
Sir,—We have been very interested in the medical memo- 
randum by Dr. J. V. Morris (Journal, November 2, p. 1038) 
on mongolism in a twin, and the subsequent correspondence. 
We would like to report a case of this condition, which we 
have at present, a condition which does not appear to be as 
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irritant, particularly 


peptic ulcer 


“Calcium aspirin...can be used 
with impunity”* 


* Extracts from B.M.J., 2-7-55. 


* SOLPRIN is accordingly often prescribed 


q Solprin contains aspirin in soluble form. It is a highly 
7 efficient analgesic — the more quickly and easily absorbed 
by reason of its solubility. Dissolved in water, the tablets 
produce a solution of calcium acetylsalicylate. Solprin is ex- 
tremely well tolerated, even by sufferers from peptic ulcer. 
Solprin will be found particularly valuable when heavy 
or prolonged dosage is called for. 
“ Patients find Solprin easy to take and palatable. 
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rare aS was once thought. We think our case is of added 
interest in that the parents have had two other mongol 
children as well as the twin. 

The father is aged 35 years, and is now out of work, with 
a chronic anxiety state. He was on a baker's delivery round 
previously. The mother is also aged 35 years. She has had 
seven confinements, all at home and carried out by the 
midwife. The first child, a girl, was stillborn at full term. 
This birth was in 1944, the weight was 94 Ib. (4.3 kg.). This 
child was probably normal. The second child, a male 
mongol, was born in 1945, and weighed 8} Ib. (3.9 kg.)., 
He died at the age of 74 months, and we do not know the 
cause of death. The third child, a male mongol, was born 
in 1946, and weighed 84 Ib. (3.8 kg.). He is alive now, quite 
healthy: he is clean in his habits, feeds himself, can dress 
and undress himself, and he is helpful around the house in 
small ways. He has an atrocious temper. He was graded 
when he was 6 years old, and given a mental age of 2 years. 
The fourth child, a normal girl, was born in 1949 and 
weighed 84 Ib. (3.8 kg.). In 1952 twins were born. two girls, 
one a mongol, and both were breech deliveries. The mid- 
wife states that there were two placentas. This mongol is 
more intelligent than the boy. She has talked at an earlier 
age and is already as advanced as he is. She has had no 
gradation tests yet. The other twin had some cerebral birth 
trauma resulting in a right hemiplegia, and subsequent 
epileptic fits. She has had only four of these, the hemi- 
plegia has now cleared, and she is attending school, and 
appears to be of normal intelligence. In 1953 and 1954 
normal girls were born. The one in 1953 weighed 84 Ib. 
(3.8 kg.), and the one in 1954 weighed 7} Ib. (3.5 kg.). 

The children all play together, but the two mongol child- 
ren stick more together, play better together, and stand 
united against the other children in any quarrel. The mother 
says she always knows when she is having a mongol child, 
as she feels ill and vomits throughout the pregnancy. The 
mother’s blood group is A» Rh-negative. So far as we can 
discover, there is no family history of twins or other 


mongols.--We are, etc.. 
Davip ANTHONY. 


Abercynon, Glam. J. G. HuGcu THomas. 


Sir.—With reference to the letter of Dr. L. L. Mistlin 
Vournal, November 16, p. 1179) concerning the aetiology 
of mongolism in a twin, in observations on over 500 human 
follicular and tubal ova, I do not see anything to prevent 
at times the second polar or the two polar bodies which may 
result from division of the first polar body from being 
fertilized. This may account for certain cases of twin 
pregnancy, and may have given rise to the mongolian twin 
cited in his letter._—I am, etc., 

New York LANDRUM B. SHETTLES. 


“Nomen Proprium ” 

Sir.—The chairman and honorary secretary of the Asso- 
ciation of Teaching Hospital Pharmacists oppose (Journal, 
December 7, p. 1366) the labelling of dispensed medicines 
on the grounds that such labelling increases the risk of ill- 
advised self-medication. Their hypothetical objections are 
heavily outweighed by other, practical, considerations. 
When a few years ago the local medical committee of which 
I am secretary sought the co-operation of the local pharma- 
cists in labelling all dispensed medicines the committee had 
in mind the following points. 

(1) A majority of doctors (at least in West Bromwich, 
and almost certainly elsewhere) practise in partnerships so 
that patients are sometimes of necessity seen in their homes 
by different doctors during the same illness. From their 
academic fastness your correspondents may think that “other 
proper systems of recording patients’ treatments are avail- 
able.” but in the home there is no convenient practicable 
alternative method which does not share the objections 
voiced by your correspondents. (2) Rota systems result in 
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patients being seen by different doctors who are much less 
closely related than are partners. A considerable propor- 
tion of rota calls is to patients already under treatment by 
their own doctors. These facts make even more cogent the 
points raised in the above paragraph. (3) A case of acci- 
dental poisoning can well arise (especially in these days of 
tablets) in the absence of a prescriber, yet immediate 
identification of the drug taken might well be vitally neces- 
sary. (4) The use of the label as a reminder to a prescriber 
himself is quite incidental, but is not without its value. 

Your correspondents’ antipathy to self-medication may be 
reasonable. The pharmaceutical industry and the pharma- 
ceutical trade, however, are to a significant extent dependent 
on the prevalence of this habit, and they have it in their 
power seriously to check the habit without their refusing to 
help doctors with fully labelled dispensed packages. A 
public which is so widely informed by press, radio, and 
television quite properly expects to be fully informed by 
its doctors, and information on the pharmacist’s label is 
rarely news. Is it the wish of your pharmacist correspon- 
dents that doctors should begin to write prescriptions 
illegibly ?—I am, etc., 

West Bromwich. D. SAKLATVALA. 

Sir,—The opinion expressed by the Association of Teach- 
ing Hospital Pharmacists (Journal, December 7, p. 1366) 
goes against the basic principle of contemporary clinical 
medicine, the necessity of treating patients as rational 
beings. To give to patients tablets or coloured liquids 
without telling them what they are is not only an insult to 
their intellect but makes us revert to the mysterious magic 
of the apothecaries of the Middle Ages and is thus unworthy 
of a scientific physician. If we except some cases of indi- 
viduals of low intellect who need magic more than medicine, 
patients collaborate more effectively in their treatment when 
knowing what they are taking. Further, when they travel 
or move elsewhere and need medical help, this becomes 
more effective when the physician who sees them for the 
first time knows what they have been taking. Accidents also 
occur—when, for example, tablets of digoxin or of anti- 
histaminics are taken for vitamins—and this may involve 
responsibilities of pharmacists and physicians. There are, 
of course, rare cases in which the name of the medicine must 
not be divulged, and it is for such cases that a special sign 
is needed for the pharmacist, while maintaining as a general 
rule the careful labelling of the medicines, Until, however, 
such rational and scientific mode of prescribing is reached it 
is imperative for chemists to follow the instructions em- 
bodied in the term nomen proprium, as most of them ignore 
such instructions. 

The Association of Teaching Hospital Pharmacists would 
have rendered a greater service to medical practice if they 
insisted on this point, instead of wishing to maintain this 
antiquated and anti-intellectual method of secrecy which is 
being abandoned in all other countries.—I am, etc., 


London, W.1. A. P. CAWADIAS. 


Night Hospital for Neuroses 


Sir,—-In January, 1958, we are opening a night hospital 
for the short-term treatment and resettlement of neurosis 
cases. Both men and women will be accepted. Patients 
will arrive between 6 and 8 p.m., and treatment will include 
individual, group, and social psychotherapy. An evening 
meal and breakfast will be available for patients, who will 
normally leave between 7 and 9 a.m. 

It is hoped that these facilities will be particularly 
valuable for patients who are working, and special attention 
will be paid to the occupational aspects of each case. These 
facilities are being provided under the National Health 
Service, and cases for treatment are being considered now. 

-I am, ete., 


London, N.W.8. 


JosHUA BIERER, 
Medical Director. 
Marlborough Day Hospital. 
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rare aS was once thought. We think our case is of added 
interest in that the parents have had two other mongol 
children as well as the twin. 

The father is aged 35 years, and is now out of work. with 
a chronic anxiety state. He was on a baker's delivery round 
previously. The mother is also aged 35 years. She has had 
seven confinements, all at home and carried out by the 
midwife. The first child, a girl, was stillborn at full term. 
This birth was in 1944, the weight was 94 Ib. (4.3 kg.). This 
child was probably normal. The second child, a male 
mongol, was born in 1945, and weighed 8} Ib. (3.9 kg.)., 
He died at the age of 74 months, and we do not know the 
cause of death. The third child, a male mongol, was born 
in 1946, and weighed 84 Ib. (3.8 kg.). He is alive now, quite 
healthy: he is clean in his habits, feeds himself, can dress 
and undress himself, and he is helpful around the house in 
small ways. He has an atrocious temper. He was graded 
when he was 6 years old, and given a mental age of 2 years. 
The fourth child, a normal girl, was born in 1949 and 
weighed 84 Ib. (3.8 kg.). In 1952 twins were born, two girls, 
one a mongol, and both were breech deliveries. The mid- 
wife states that there were two placentas. This mongol is 
more intelligent than the boy. She has talked at an earlier 
age and is already as advanced as he is. She has had no 
gradation tests yet. The other twin had some cerebral birth 
trauma resulting in a right hemiplegia, and subsequent 
epileptic fits. She has had only four of these, the hemi- 
plegia has now cleared, and she is attending school, and 
appears to be of normal intelligence. In 1953 and 1954 
normal girls were born. The one in 1953 weighed 84 Ib. 
(3.8 kg.), and the one in 1954 weighed 7} Ib. (3.5 kg.). 

The children all play together, but the two mongol child- 
ren stick more together, play better together, and stand 
united against the other children in any quarrel. The mother 
says she always knows when she is having a mongol child, 
as she feels ill and vomits throughout the pregnancy. The 
mother’s blood group is Ae Rh-negative. So far as we can 
discover, there is no family history of twins or other 


mongols._-We are, etc.., 
Davip ANTHONY. 


Abercynon, Glam. J. G. HuGcu THomas. 


Sir.—With reference to the letter of Dr. L. L. Mistlin 
VJournal, November 16, p. 1179) concerning the aetiology 
of mongolism in a twin, in observations on over 500 human 
follicular and tubal ova, I do not see anything to prevent 
at times the second polar or the two polar bodies which may 
result from division of the first polar body from being 
fertilized. This may account for certain cases of twin 
pregnancy, and may have given rise to the mongolian twin 
cited in his letter.—I am, etc., 

New York. LANDRUM B. SHeTTLES. 


“Nomen Proprium ” 

Sirn.—The chairman and honorary secretary of the Asso- 
ciation of Teaching Hospital Pharmacists oppose (Journal, 
December 7, p. 1366) the labelling of dispensed medicines 
on the grounds that such labelling increases the risk of ill- 
advised self-medication. Their hypothetical objections are 
heavily outweighed by other, practical, considerations. 
When a few years ago the local medical committee of which 
1 am secretary sought the co-operation of the local pharma- 
cists in labelling all dispensed medicines the committee had 
in mind the following points. 

(1) A majority of doctors (at least in West Bromwich, 
and almost certainly elsewhere) practise in partnerships so 
that patients are sometimes of necessity seen in their homes 
by different doctors during the same illness. From their 
academic fastness your correspondents .may think that “ other 
proper systems of recording patients’ treatments are avail- 
able.” but in the home there is no convenient practicable 
alternative method which does not share the objections 
voiced by your correspondents. (2) Rota systems result in 
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patients being seen by different doctors who are much less 
closely related than are partners. A considerable propor- 
tion of rota calls is to patients already under treatment by 
their own doctors. These facts make even more cogent the 
points raised in the above paragraph. (3) A case of acci- 
dental poisoning can well arise (especially in these days of 
tablets) in the absence of a prescriber, yet immediate 
identification of the drug taken might well be vitally neces- 
sary. (4) The use of the label as a reminder to a prescriber 
himself is quite incidental, but is not without its value. 

Your correspondents’ antipathy to self-medication may be 
reasonable. The pharmaceutical industry and the pharma- 
ceutical trade, however, are to a significant extent dependent 
on the prevalence of this habit, and they have it in their 
power seriously to check the habit without their refusing to 
help doctors with fully labelled dispensed packages. A 
public which is so widely informed by press, radio, and 
television quite properly expects to be fully informed by 
its doctors, and information on the pharmacist’s label is 
rarely news. Is it the wish of your pharmacist correspon- 
dents that doctors should begin to write prescriptions 
illegibly ?—I am, etc., 


West Bromwich. D. SAKLATVALA. 


Sin,—The opinion expressed by the Association of Teach- 
ing Hospital Pharmacists (Journal, December 7, p. 1366) 
goes against the basic principle of contemporary clinical 
medicine, the necessity of treating patients as rational 
beings. To give to patients tablets or coloured liquids 
without telling them what they are is not only an insult to 
their intellect but makes us revert to the mysterious magic 
of the apothecaries of the Middle Ages and is thus unworthy 
of a scientific physician. If we except some cases of indi- 
viduals of low intellect who need magic more than medicine, 
patients collaborate more effectively in their treatment when 
knowing what they are taking. Further, when they travel 
or move elsewhere and need medical help, this becomes 
more effective when the physician who sees them for the 
first time knows what they have been taking. Accidents also 
occur—when, for example, tablets of digoxin or of anti- 
histaminics are taken for vitamins—and this may involve 
responsibilities of pharmacists and physicians. There are, 
of course, rare cases in which the name of the medicine must 
not be divulged, and it is for such cases that a special sign 
is needed for the pharmacist, while maintaining as a general 
rule the careful labelling of the medicines, Until, however, 
such rational and scientific mode of prescribing is reached it 
is imperative for chemists to follow the instructions em- 
bodied in the term nomen proprium, as most of them ignore 
such instructions. 

The Association of Teaching Hospital Pharmacists would 
have rendered a greater service to medical practice if they 
insisted on this point, instead of wishing to maintain this 
antiquated and anti-intellectual method of secrecy which is 
being abandoned in all other countries.—I am, etc., 


London, W.1. A. P. Cawapias. 


Night Hospital for Neuroses 


Sir,-In January, 1958, we are opening a night hospital 
for the short-term treatmen: and resettlement of neurosis 
cases. Both men and women will be accepted. Patients 
will arrive between 6 and 8 p.m., and treatment will include 
individual, group, and social psychotherapy. An evening 
meal and breakfast will be available for patients, who will 
normaliy leave between 7 and 9 a.m. 

It is hoped that these facilities will be particularly 
valuable for patients who are working, and special attention 
will be paid to the occupational aspects of each case. These 
facilities are being provided under the National Health 
Service, and cases for treatment are being considered now. 

-I am, etc., 


London, N.W.8. 


JosHUA BIERER, 
Medical Director. 
Marlborough Day Hospital. 
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Obituary 


OBITUARY 


J. E. MOORE, M.D. 


Dr. J. E. Moore died in the Johns Hopkins Hospital, 
Baltimore, where he was professor of medicine, on 
December 6, at the age of 65. 


Joseph Earle Moore was born in Philadelphia on July 9, 
1892, and graduated in medicine at Johns Hopkins Univer- 
sity in 1916. He was destined to give distinguished service to 
the Johns Hopkins University and Hospital from 1916 until 
the time of his death, apart from a period of active service 
in the first world war. He was professor of medicine in 
the Johns Hopkins School of Medicine, being the first prac- 
tising physician to be named as full professor, and adjunct 
professor of public health administration in the school of 
hygiene and public health of the Johns Hopkins University. 

Earle Moore's special subject was the venereal diseases, 
and over the years he initiated and directed a series of bril- 
liant researches into most aspects of this problem. His 
department at the Johns Hopkins Hospital became famous 
throughout the world, for he was a pioneer teacher in 
methods of V.D. control. His former students hold im- 
portant positions in the subject throughout the United States 
and in many parts of the world. He was the author of text- 
books entitled The Modern Treatment of Syphilis and Peni- 
cillin in Syphilis, avd editor of the American Journal of 
Syphilis, Gonorrhea and Venereal Diseases for many years 
until it discontinued publication in 1954. Since then he has 
edited the Journal of Chronic Diseases. During the second 
world war he was adviser on V.D. control to the Surgeon 
Generals of the Armed Forces and the Public Health Ser- 
vices of the United States, and was chairman of the Sub- 
committee on Venereal Diseases of the National Research 
Council. For these services he was awarded the Medal of 
Merit of the United States in 1946. He was the director, 
guide, and ruling spirit of the intensive research into the 
use of penicillin in the treatment of syphilis which, as the 
result of co-operative efforts by American physicians and 
the United States Public Health Service, provided, during 
the late 1940's and subsequently, most complete and valu- 
able information which otherwise might have taken many 
years to acquire, Earle Moore was a clear thinker, an 
excellent speaker, and a brilliant writer. So great was the 
affection and respect in which he was held by his colleagues 
that on his 60th birthday, in 1952, a dinner was held in 
Washington under the chairmanship of Dr, Thomas Parran, 
formerly Surgeon General to the United States Public 
Health Service, to commemorate the event. More than a 
hundred distinguished colleagues attended to do him honour. 
His many friends throughout the world, including a number 
of young physicians in this country who held fellowships 
in his department, will mourn the loss of an outstanding 
personality, a great figure, and a true friend. 

Dr. Moore's first wife, Grace Barkley Moore, died in 
1954. His second wife, formerly Mrs, Irene Mason Gieske, 
survives him. 

Mr. A. J. Kina writes : The death of Earle Moore will 
be a great sadness to his many friends, and to none more 
than in this country, which he loved and which he visited 
regularly for many years. His regard for Great Britain and 
for British people dates from the first world war, during 
which he was attached for a while to a British field ambu- 
lance in France, before the American Expeditionary Force 
became effective. He often spoke of the warmth of his 
reception and the friendliness which he encountered, under 
circumstances which might well have proved very difficult 
for a sensitive, inexperienced young physician. During his 
visits to London he twice addressed the Section of Experi- 
mental Medicine of the Royal Society of Medicine, and, on 
a number of occasions, the Medical Society for the Study 
of Venereal Diseases, of which he was an honorary member. 
In 1950 he was the Malcolm Morris Memorial lecturer. His 
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most recent visit was in the summer of this year, when he 
knew himself to be dying but faced the last painful months 
with the utmost courage and determination. A man of 
great strength of character, he was generous to a fault, and 
loyally devoted to his friends. He was an example and an 
inspiration to the many young men who came under his 
influence. In his own subject he stood head and shoulders 
above his contemporaries, and his contributions to medicine 
were such that posterity may well number him among the 


truly great. 
L. E. NAPIER, C.LE., F.R.C.P. 


Dr. L. E. Napier, late director and professor of tropical 
medicine at the Calcutta School of Tropical Medicine, 
died at his home at Silchester, Hampshire, on Decem- 
ber 15. He was 69 years of age. 


Lionel Everard Napier was born at Preston on October 9, 
1888, the son of the Rev. J. Russell Napier, vicar of Old 
Windsor. From St. John’s School, Leatherhead, he went 
on to St. Bartholomew's Hospital to study medicine, and 
he remained a devoted Bart’s man to the end of his life. 
Qualifying in 1914, he held one or two house appointments 
and then became assistant school medical officer to the 
Berkshire County Council. He did not work long in that 
capacity, however, for on joining the R.A.M.C. he went out 
to India and later to Mesopotamia, serving with distinction 
as a specialist in pathology. It was during -his wartime 
service that he came to know Acton and Knowles, both 
colonels in the I.M.S., who inspired him to take up tropi- 
cal medicine as a career. Returning to England in 1919, 
he was persuaded by these two friends to join the staff of 
the School of Tropical Medicine at Calcutta as pathologist 
and special research worker in kala-azar. He remained at 
that school in a teaching capacity for the next 22 years, 
eventually becoming professor of tropical medicine there 
and finally director. 

In these capacities Napier was a great success. He 
impressed everyone by his competence and efficiency, and 
his fame, enhanced by his writings on the pathogenesis and 
treatment of kala-azar, soon became world-wide. With Dr. 
Ernest Muir he wrote a standard work on this disease, Kala 
Azar—a Handbook, published in 1923. Having taken the 
M.R.C.P. in 1935, he was elected F.R.C.P. in 1940. During 
most of the second world war he remained at his post in 
Calcutta and in 1942 was appointed C.LE. In the 
following year he was invited by friends in the U.S.A. to 
teach tropical medicine at Columbia University, New York. 
Besides being appointed visiting professor to this university, 
he was also visiting lecturer in tropical medicine to Tulane 
University, New Orleans, and to Harvard University. While 
in the U.S.A. he enjoyed the leisure and library facilities 
that enabled him to write his chief work, The Principles 
and Practice of Tropical Medicine (1946). 

Soon after Napier returned to England he was appointed 
specialist in tropical diseases to the Ministry of Pensions 
and consultant to Queen Mary’s Hospital, Roehampton. 
In 1951 he became medical editor of the Caxton Publish- 
ing Company, and was engaged in preparing the British 
Medical Dictionary. For this exacting task he was emi- 
nently fitted by disposition and training, and he continued 
working at it until forced to resign by ill-health last year. 
His literary activities had always been an important part 
of his professional life. In India he was editor of the Indian 
Medical Gazette for many years, and after his return to 
London he became editor of the Journal of Tropical Medi- 
cine and Hygiene. In 1942 he wrote a book on Haemato- 
logical Technique which had appeared first as a series of 
articles in the Indian Journal of Medical Research. He was 
also a frequent contributor of reviews to the Tropical 
Diseases Bulletin. 


P. M.-B. writes: Tropical medicine has been left consider- 
ably poorer by the death of Lionel Everard Napier. Al- 
though he never studied tropical medicine in a course or 
attended a school of tropical medicine in his early years, he 
nevertheless acquired a very competent knowledge of the 
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subject by dint of practical experience in the field. In fact of the Liverpool Division in 1953-4 and president of the 


he became the world authority on kala-azar, a disease which 
fascinated him on his first acquaintance with it in India in 
the early days of the first world war. He came to be pro- 
fessor of tropical medicine at Calcutta and director of the 
school of tropical medicine there by a circuitous route. He 
led a very busy life, as is exemplified by the large amount 
of literature, and good literature too, which he turned out ; 
and he remained busy till the day he died. 

He had a very distinctive personality, giving one the 
instant impression of efficiency accompanied by accuracy. 
He was always kind, helpful, and charming: but there was 
also the other Napier with the analytical critical mind which 
he could turn on whenever occasion offered. Napier will 
be greatly missed in medical circles in the metropolis, and 
he will also be equally missed in many Eastern lands, where 
he was so well liked and well known. 


E. M. writes: I first met L. E. Napier in 1920 when his 
laboratory was next door to mine at the School of Tropical 
Medicine in Calcutta. He was engaged in research into 
kala-azar, and, as I had previously worked on this disease, 
we co-operated at first and jointly wrote a textbook on the 
subject. Napier’s work did much to throw light on the 
diagnosis, treatment, and aetiology of kala-azar. His work 
was careful and exact and of a high scientific standard. 
Later he investigated blood conditions prevalent in India, 
and also acted as editor of the Indian Medical Gazette. 
When I left India in 1935 he succeeded me as teacher of 
tropical medicine, a post which he held till he retired from 
India. Napier is perhaps best known for his book on tropi- 
cal medicine, which is still one of the most authoritative 
and widely read works on diseases of the tropics. 

I had the privilege of knowing him not only as a research 
worker but also as a friend, especially as for some time, 
being “ grass widowers,” we chummed together in Calcutta. 
He was a man of great charm and kindness, always ready 
to help those in need or difficulty, be it man or beast. It 
was only three weeks ago that I last met him at a labora- 
tory meeting at the London School of Tropical Medicine, 
and we reminded each other that we were almost the last 
left of that little band of investigators who worked at the 
“ Tropical School” in Calcutta in the “twenties and ‘thirties. 


P. J. GIBBONS, M.B., B.Ch. 

Dr. P. J. Gibbons, a prominent general practitioner at 
Liverpool, died there on December 3 at the age of 54. 

Patrick Joseph Gibbons was born on November 21. 1903, 
and was educated at the Christian Brothers School, West 
Port, and at University College, Galway, graduating M.B.., 
B.Ch. from the National University of Ireland in 1928. 
Entering general practice almost at once, he was for some 
time at Dewsbury. On moving to Liverpool he filled resi- 
dent posts at Bootle General, Alder Hey, and Smithdown 
Road hospitals. In 1933 he became a partner in one of 
the oldest-established practices in Liverpool, where he 
worked until his death. He was very widely known for 
his administrative work on behalf of the profession. He was 
appointed a member of the Liverpool insurance committee 
in 1941, continuing as a member of the Liverpool executive 
council until his death. A member of the Liverpool panel 
committee from 1937, and subsequently of the local medical 
committee, he was its chairman from 1951 to 1954. He 
was also a member of a hospital management committee, of 
the regional technical advisory committees on paediatrics 
and tuberculosis, of the Liverpool regional consultants and 
specialists committee from 1952 to 1956, and of the council 
of the Liverpool Medical Institution in 1955-6. From its 
formation he was a member of the Standing Pharmaceutical 
Advisory Committee of the Central Health Services Council, 
a unique position, as he was the only member of this 
committee who was not a pharmacist. 

All these duties, however, were only a reflection of his 
interest in the British Medical Association. He was in the 
best sense of the word a B.M.A. man. He was chairman 


Merseyside Branch in 1956-7: indeed, he was one of the 
prime movers in this Branch’s formation. He was a member 
of the Council of the B.M.A. from 1947 to 1950 and of the 
General Medical Services Committee from 1950 until ill- 
health caused his resignation in 1956. At various times he 
served on a number of other B.M.A. committees, and was a 
representative of the Annual Representative Meeting from 
1942 to 1953. He was a devout Catholic and had many 
interests outside the profession. In addition to his profes- 
sional work, which was in the best traditions of general 
practice, he gave most valuable service to his colleagues and 
his patients in his administrative and committee work. 


C.W.W. writes: P. J. Gibbons was probably the best- 
known general practitioner in Liverpool. In an industrial 
area of the city, he ran, with two partners, a busy practice 
which always kept up with the best professional standards. 
He had an Irishman’s love of controversy and sense of fun, 
together with a great belief in the importance of the indi- 
vidual—whether the individual doctor or the individual 
patient. He was widely read and possessed a deep faith in 
Christian principles, which he regarded as the only sure 
guide to conduct and opinion. With these qualities it is not 
surprising to find him using his energies first in the Liverpool 
insurance committee, and later, in the context of the new 
Health Service, in the executive council and in the General 
Medical Services Committee, and always in the B.M.A.., 
which he regarded as the important unifying influence of 
the profession. He received many honours in this field 
and he was known and respected at B.M.A. House, where 
he was a persistent advocate and generous opponent. 

Here in Liverpool we regarded him not only as our 
negotiator, leader, and counsellor but also as our friend. 
There are many doctors in Liverpool who have sought his 
advice on professional or personal problems. He was always 
generous of his time, wise in his counsel, and reluctant to 
censure. He disliked many of the facets of our present 
Health Service because he hated bureaucracy and the 
domination of the individual by the State. He believed, 
nevertheless, that a health service was essential for out 
nation in these days ; and he believed that any sacrifice was 
worth while in order to pass on the tradition and practice 
of an honourable profession, and in this he did not spare 
himself. He spent his energy freely on travel on B.M.A. 
business, on evening meetings, and work for his colleagues 
on the executive council and its subcommittees. It is difficult 
to realize that we shall not see his burly figure again, and 
we do not forget that the first sign of his fatal illness 
occurred while returning in the train from committee in 
London, or that the attack which necessitated his admission 
into hospital took place while he was explaining the facts of 
our dispute with the Government at a meeting last summer. 
He bore his last illness with great fortitude and an active 
mind, and we will remember him as a friend who not only 
upheld the traditions of a British family medical practitioner 
but gave himself unsparingly in his administrative work for 
his colleagues and the public. All this could not possibly 
have been achieved without the support of his wife, Dr. 
Hilda Gibbons, who, besides hersélf conducting a busy 
anaesthetic practice, ran the home with great efficiency and 
gave him constant help and support. Our deepest sympathy 
goes out to her and their six children, two of whom are 
following their parents in the medical profession. 


H. A. WALLACE, M.B., B.S. 


Dr. H. A. Wallace, who was in general practice at 
Sunderland for many years, died suddenly on October 
11, aged 59. He had been in poor health for some 
months, but appeared to be recovering. 

Born at Glasgow and educated at Sunderland, Hugh 
Archibald Wallace began his medical studies at Durham 
University College of Medicine in 1914. He then joined 
the Royal Navy and was on active service for three years. 
Graduating M.B., B.S. in 1923, he held resident appoint- 
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ments at the Royal Victoria Infirmary, Newcastle upon Tyne, 
and then entered general practice with his uncle, Dr. J. Bate- 
man Morton. Later he joined the late Dr. I. G. Modlin, 
and on the latter's retirement carried on the practice single- 
handed. He was a member and past-president of the West 
End Medical Society and the Monkwearmouth Society. A 
popular founder-member of the Pats Society, he was recently 
its chairman. 


P. A. writes: Dr. H. A. Wallace was a general practitioner 
of very wide experience, and had made himself very well 
acquainted with the rapid progress of medicine since the 
middle ‘twenties. To the iil patient he gave every care ; 
the less ill he advised and directed. He had treated his 
patients faithfully in the old days and the new—in the 
depression and the boom. The inconsequential manner 
which he assumed meant very little, for under that de- 
meanour he was alert and acute. He was very witty and droll, 
and had a debonair air—a pleasant “ take-it-or-leave-it ~ 
attitude. He was very well read in a curiously diverse sort 
of way. In a journey he would talk about Roman remains, 
the execution of Anne Boleyn, Antarctic exploration, and 
the Stock Exchange. He was rather a specialist on old trials, 
especially poisoning. But what his friends admired about 
him was his courage. During his naval service he rescued 
a man from drowning : his story was that he was standing 
on the edge and fell in. He showed great fortitude from 
his late thirties and up to the very end. Archie Wallace 
laughed at us, with us, and at himself, and his friends will 
miss him grievously, To his widow and his family, and to 
his mother and uncle, we offer our deep and lasting 
sympathy. 


A. AYRE SMITH, M.D. 


Dr. Ayre Smith died at Romaldkirk, Co. Durham, on 
November 5 at the age of 81. For many years he was 
senior surgeon at the Sunderland Royal Infirmary and a 
leading medical practitioner. 


Alan Ayre Smith was born at Sunderland, the son of Dr. 
Robert Ayre Smith, also a surgeon at the Royal Infirmary. 
Educated at Dulwich and Guy's Hospital, he qualified in 
1901, graduated M.B., B.S. in 1905, and proceeded M.D. in 
1907. Threugh his association with Guy's Hospital and Sir 
Alfred Fripp, he served in the South African War with 
the imperial Yeomanry. Returning, he began practice in 
Sunderland and was elected surgeon to the Royal Infirmary 
in 1909. During the first world war he joined the R.A.M.C.., 
and was in charge of No. 7 General Hospital in France and 
was twice mentioned in dispatches. On demobilization he 
recommenced his surgical appointment and his general prac- 
tice. From 1922 he was senior surgeon of the infirmary, 


P. A. writes: Ayre Smith carried out his surgical work 
with great efficiency and much skill. In addition to general 
surgery, he was keenly interested in injuries and orthopaedic 
conditions, on which he spent much time and obtained 
excellent results. He was for many years surgeon to the 
Sunderland Association Football Club. He had a rather 
colourful career. In addition to serving in two wars he was 
a very prominent Rugby footballer. He played for 
Richmond, Surrey, Durham, and the 1899 English side in 
Australia, playing in three representative matches. In hos- 
pital he was a personality with definite characteristics. His 
visits were performed with a touch of ceremony which is 
pleasant to recall. Exceedingly popular, he was “ Treasure ~ 
for generations of the nursing staff. The carols outside his 
house on Christmas Eve were a delight. He had an ironic 
humour and hardly ever attended a meeting : for politics he 
had a cynical distaste. His general practice was of the 
higher social class and was conducted with great care and 
circumspection. Except for war service his life had always 
run in pleasant channels. He retired in 1937, and his former 
patients and the Royal Infirmary will always be greatly in his 
debt. To Mrs. Ayre Smith and his family his colleagues 
offer their profound sympathy. 


OBITUARY 


OSCAR WATTS-TOBIN, M.R.C\S., L.R.C.P., D.P.H. 


Dr. Oscar Watts-Tobin, who was in general practice, 
first in Stepney and then in Fulham, for many years, 
died suddenly on December 1. He was 70 years of age. 


Oscar Watts-Tobin, who was born on July 8, 1886, was a 
political refugee from Rumania when he first came to England, 
and spent his early days here in the East End of London. After 
qualifying in pharmacy, he became a medical student at 
the London Hospital, qualifying in 1925 and taking the 
D.P.H. five years later. During his period of practice in 
Stepney he joined the Stepney Labour Party, and became 
mayor of the borough in 1921-2. He was also a founder 
member of the Socialist Medical Association. After his 
move to Fulham he became deputy secretary of the Chelsea 
and Fulham Division in 1943 and organized a study group 
which held a series of interesting meetings at Fulham town 
hall. From 1944 to 1948 he was honorary secretary and 
representative at the Annual Representative Mectings. 
After the National Health Service had been launched he 
retired from active participation in the affairs of the Divi- 
sion, since he was finding life an increasing strain and he 
had a very large practice. His wife, who survives him, was 
a very great help to him in his professional work. Their 
son is doing mathematical research at Cambridge. 


C.W.R. writes: As deputy secretary to Oscar Watts- 
Tobin from 1944 to 1948 I had ample opportunity of wit- 
nessing his keenness and enthusiasm for a new socialized 
national health service. The “study groups” which he 
initiated under comfortable conditions at Fulham town hall 
were well conducted, thanks to his long experience in the 
running of committees. These discussions were the best I 
can remember being held by the Division. There was a large 
and distinguished socialist group who firmly believed that a 
whole-time salaried service was essential to the welfare of the 
public and the profession, and also many idealists who 
imagined that well-equipped health centres would spring up 
overnight. I opposed these views to the best of my ability, 
and numerous clashes of opinion occurred. Watts-Tobin 
frequently called me a reactionary, which I greatly resented, 
but in spite of this we were really on quite friendly terms, 
and I was glad that he had the courage to modify his views 
after he saw the full effects of the National Health Service 
after the Act became law. He will be long remembered by 
those who worked with him in the Chelsea and Fulham 
Division. 


R. L. P. LYTLE, M.R.CS., L.R.CP. 


Dr. R. L. P. Lytle died suddenly in the London Hospital 
on December 4, eight days after undergoing a hip opera- 
tion. He was 43 years of age. 


Robert Lyster Patrick Lytle was the second son of the late 
Dr. Robert (“ Bob”) Lytle and of Mrs. Mary Lytle, of 
Portsmouth. Educated at Haileybury, he received his 
medical training at St. Thomas's Hospital, qualifying 
M.R.C.S., L.R.C.P. in 1939. During the second world war 
he served with the Royal Air Force Volunteer Reserve in 
West Africa and France with the rank of squadron leader 
After demobilization hv settled in general practice in South- 
sea. He was honorary secretary of the Portsmouth Division 
of the British Medical Association in 1949-50. A natural 
athlete, at Haileybury he captained Rugby, boxing, and 
swimming, and played for the Public Schools fifteen. At 
St. Thomas's he was captain of Rugby, played for Surrey 
for four years, was a Barbarian, and received an Irish trial. 
He was also a notable squash player. In 1940 he married 
Miss Athalie King, who survives him. They led a full and 
happy family life, having a daughter and three sons. 


B. W. writes: “ Pat” Lytle was born into a high tradition 
of service. His father, who practised as a physician for 
many years, was one of the most universally loved figures 
in Portsmouth. Pat inherited from him a great gift of 
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your Cortisone travels far 


QOx-bile from Australia provides the starting material for Roussel’s 
manufacture of cortisone, hydrocortisone, prednisone and predni- 
solone. For its synthesis into these corticosteroid drugs, the ox-bile 
is brought more than ter, thousand miles to our extensive production 
plant at Stratford, London. Yet even now a long road lies ahead, for 
the complicated synthesis involves more than a score of chemical 
processes, and occupies a period of several months. At every point 
along this supply line, vast amounts of material are needed—in order 
to meet the demands for Cortisyl, HydroCortisyl, DeCortisyl and 
PreCortisyl, both from the United Kingdom and from all over ROU L 


the world. 


ROUSSEL LABORATORIES LTD., 847 HARROW RD., LONDON N.W.10. LADbroke 6611 
Associate Company: UCLAF Limited, Stratford, E.15 
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The introduction of LEDERKYN Sulphamethoxypyridazine 

has radically changed the pattern of sulphonamide therapy. 

This is the first long-acting antibacterial sulphonamide to 

be offered for clinical use, and it is fully effective at a 

Maintenance dosage of only 4 Gm. daily. 

This is a reduction of some seven-eighths as compared with 

the typical sulpha drug dosage i.e. one tablet instead of eight. Improved 
tolerance and a welcome freedom from side effects result 


from this dramatic dosage reduction. Moreover, the swift 
absorption andefficient diffusion of LEDERKYN lend further emphasis 
toits clinical value—especially in treating genito-urinary infections. 


Lederkyn 


SULPHAMETHOX YPYRIDAZINE GD. TRADE MARK 


Tablets (0.5 Gm.): bottles of 24, 100 and 500 


LEDERLE LABORATORIES DIVISION 
Cyanamid oF GREAT BRITAIN LTD. London. 
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kindness, coupied with wisdom and a capacity for hard 
work. It is small wonder that his practice rapidly expanded 
in the post-war years and that his name became so well 
known in and beyond the confines of the city. His work 
in recent years was made more difficult by the pain and 
disability caused by a progressive arthritis of the hip. 
Though he never complained, he was heard to remark on 
more than one occasion that his practice was unique in the 
percentage of patients that lived in the top story of high 
buildings. The sight of that tall, limping figure with the 
ready smile, and laughter bubbling never very far from the 
surface, brought happiness to patient and colleague alike. 
Pat has gone before his time, at the very height of his use- 
fulness. Portsmouth has lost an outstanding doctor and the 
profession a beloved colleague. The deepest sympathy goes 
‘out to his wife and family, his mother, and his brothers. 
Dr. W. D. F. and Dr. John Lytle, and his sister. 


W. J. P. MacMILLAN, O.B.E., M.D., F.R.C.S.C. 
F.A.C\S. 


The Hon. William MacMillan, a former Premier of 
the Province of Prince Edward Island, Canada, and 
Lieutenant-Governor Designate of the Province, died 
on December 7. He was 76 years of age. 


William Joseph Parnell MacMillan was born on March 24, 
1881. From Kensington High School he went on to the 
Prince of Wales College, Charlottetown, Prince Edward Island, 
and from there he entered McGill University, Montreal, 
as a medical student. After graduating M.D., C.M. in 
1908, and winning the Holmes gold medal, he returned to 
Charlottetown and was appointed chief of the staff of the 
local hospital, a position he held for forty years. During 
the course of his medical career he was elected to the 
fellowship of the Royal College of Surgeons of Canada, the 
American College of Surgeons, and the International College 
of Surgeons. For eleven years he was president of the 
Prince Edward Island Division of the Canadian Red Cross, 
and for nineteen years an executive member of the Canadian 
Medical Association. 

Attracted to politics in middle age, MacMillan was elected 
as a conservative to the legislature of Prince Edward Island 
in 1923, and became Minister without Portfolio. Eight 
years later he was appointed Minister of Education and 
Public Health, and from 1933 to 1935 he was Premier. 
From 1935 to 1950, when he resigned, he was Leader of the 
Opposition.- Appointed C.B.E. in 1943, he was made a 
Knight Commander of the Order of St. Gregory four years 
later. Twice married, he had three sons and three daughters. 


S. P. ROWLANDS, M.B., B.S. 


Dr. S. P. Rowlands died suddenly on December 7 at 
Doncaster, where he had been in general practice for 
33 years. He was 70 years of age. 


Samuel Pryce Rowlands was born in Madagascar on 
August 28, 1887, the son of pioneer missionaries, the Rev. 
and Mrs. Thomas Rowlands. He spent the first eight years 
of his life in Madagascar and then came to Britain. He 
was educated at Cardiff and later entered King’s College 
Hospital Medical School, London, where he graduated M.B., 
B.S. in 1912. After holding house appointments at King’s 
College Hospital, the Royal Bucks Hospital, Aylesbury, 
and the Queen’s Hospital for Children, he served with the 
British Red Cross in Serbia during the first world war 
and with the R.A.M.C. in Palestine, attaining the rank of 
captain. The rigours of wartime service impaired his health 
and he developed a peptic ulcer, for which he had a sub- 
total gastrectomy in 1948. It had been his intention to 
specialize in children’s diseases after the first world war, 
but circumstances were not favourable and so he entered 
general practice in Cardiff, where he spent five years. He 
then moved to Doncaster, joining in partnership with the late 
Dr. A. E. Huckett. 
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Almost all Dr. Rowlands’s spare time was spent in the 
study of botany, and he discovered several new varieties of 
ferns in the British Isles. For over 40 years a member of 
the British Pteridological Society, which is concerned with 
ferns, he had an expert knowledge of that group of plants 
and grew almost all the British species in his garden at 
Doncaster. He was also a member of the Botanical Society 
of the British Isles and of the British Bryological Society. 
During a three months’ visit to America in 1912 he made 
many friends among the American botanists. 

He loved his patients, particularly the young and the old, 
and his sincerity, quiet efficiency, and sustained interest in 
spite of ill-health made him the ideal confidant and family 
doctor. He leaves a widow and two daughters.—N. M. 


D.S. writes: Though he was frail in physique and had 
a pale, lined face, Rowlands’s eager spirit animated his 
features and fired his keen interest in natural history. He 
had an unusually clear memory for detail, and this, com- 
bined with a lifelong study of the flora of Great Britain, 
enabled him to become one of the outstanding amateur 
botanists of his day. The notes from his pen that appeared 
in the British Fern Gazette over many years are of endur- 
ing value, for they communicate accurate and discerning 
observations with precision. In addition, several county 
floras published in the last 30 years are indetied to him 
for records of ferns. Unlike some botanists, he was inter- 
ested in the cultivation of plants as well as in their field 
study, seeing in this a means by which he could under- 
stand them better. In the field he was a delightful com- 
panion, and his affection for both plants and people seemed 
all the deeper for the slightly wry humour with which he 
expressed it. Though unassuming and somewhat diffident, 


Rowlands was a distinguished man; and, like many 
naturalists, he was exceptionally kind. 
ISRAEL HARRIS, M.R.C.S., L.R.C.P. 


Dr. Israel Harris, who was well known in Bootle both 
as a family doctor and as a town councillor, died at 
Liverpool on December 8 at the age of 56. 


Israel Harris was born in Merthyr Tydfil on December 12, 
1900. He studied medicine at the Westminster Hospital, 
London, qualifying in 1924. A year later he went to Bootle, 
where he became prominent in local affairs and where he 
worked until his untimely death. He leaves a widow and a 
son and daughter, both members of the medical profession. 

D. B. writes: Just over 30 years ago an unknown young 
doctor came from South Wales to take over a decaying 
practice in the Merseyside borough of Bootle. At his 
untimely death on December 8, such was the regard and 
respect he had gained, the whole town mourned ; for in 
those 30 years Israel Harris had given an unselfish service, 
professional and public, that can seldom have been 
surpassed. His whole life was service—professional. 
political, and humanitarian. He built up by hard work and 
a high degree of professional skill a large practice among 
a working-class population, whose problems he so well 
understood and who repaid him with gratitude and loyalty. 
But where he showed his great worth was in his work for his 
professional colleagues. Himself an upholder of the highest 
ethical standards of our profession, his example was that to 
which all his colleagues strove to attain. He was a pioneer 
in the formation of the Bootle Medical Group, a scheme 
dependent on professional good will which has attracted 
much attention throughout the country, and was its chair- 
man since its inception. He had also served as chairman of 
the local medical committee, and his term of office was 
productive of much good work. 

He gave great service to the hospitals of the area both 
before and after the inception of the National Health 
Service. In his position as a member of the North Liverpool 
hospital management committee he fought for, and gained, 
radiological and pathological services for his G.P. colleagues. 
His knowledge of hospital policy and administration can 
have been possessed by very few medical men. Politically. 
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kindness, coupled with wisdom and a capacity for hard 
work. It is small wonder that his practice rapidly expanded 
in the post-war years and that his name became so well 
known in and beyond the confines of the city. His work 
in recent years was made more difficult by the pain and 
disability caused by a progressive arthritis of the hip. 
Though he never complained, he was heard to remark on 
more than one occasion that his practice was unique in the 
percentage of patients that lived in the top story of high 
buildings. The sight of that tall, limping figure with the 
ready smile, and laughter bubbling never very far from the 
surface, brought happiness to patient and colleague alike. 
Pat has gone before his time, at the very height of his use- 
fulness. Portsmouth has lost an outstanding doctor and the 
profession a beloved colleague. The deepest sympathy goes 
out to his wife and family, his mother, and his brothers, 
Dr. W. D. F. and Dr. John Lytle, and his sister. 


W. J. P. MacMILLAN, O.B.E., M.D., F.R.C.S.C. 
FACS. 


The Hon. William MacMillan, a former Premier of 
the Province of Prince Edward Island, Canada, and 
Lieutenant-Governor Designate of the Province, died 
on December 7. He was 76 years of age. 


William Joseph Parnell MacMillan was born on March 24, 
1881. From Kensington High School he went on to the 
Prince of Wales College, Charlottetown, Prince Edward Island, 
and from there he entered McGill University, Montreal, 
as a medical student. After graduating M.D., C.M. in 
1908, and winning the Holmes gold medal, he returned to 
Charlottetown and was appointed chief of the staff of the 
local hospital, a position he held for forty years. During 
the course of his medical career he was elected to the 
fellowship of the Royal College of Surgeons of Canada, the 
American College of Surgeons, and the International College 
of Surgeons. For eleven years he was president of the 
Prince Edward Island Division of the Canadian Red Cross, 
and for nineteen years an executive member of the Canadian 
Medical Association. 

Attracted to politics in middle age, MacMillan was elected 
_ aS a conservative to the legislature of Prince Edward Island 
in 1923, and became Minister without Portfolio. Eight 
years later he was appointed Mirister of Education and 
Public Health, and from 1933 to 1935 he was Premier. 
From 1935 to 1950, when he resigned, he was Leader of the 
Opposition.- Appointed C.B.E. in 1943, he was made a 
Knight Commander of the Order of St. Gregory four years 
later. Twice married, he had three sons and three daughters. 


S. P. ROWLANDS, M.B., B.S. 


Dr. S. P. Rowlands died suddenly on December 7 at 
Doncaster, where he had been in general practice for 
33 years. He was 70 years of age. 

Samuel Pryce Rowlands was born in Madagascar on 
August 28, 1887, the son of pioneer missionaries, the Rev. 
and Mrs. Thomas Rowlands. He spent the first eight years 
of his life in Madagascar and then came to Britain. He 
was educated at Cardiff and later entered King’s College 
Hospital Medical School, London, where he graduated M.B., 
B.S. in 1912. After holding house appointments at King’s 
College Hospital, the Royal Bucks Hospital, Aylesbury, 
and the Queen's Hospital for Children, he served with the 
British Red Cross in Serbia during the first world war 
and with the R.A.M.C. in Palestine, attaining the rank of 
captain. The rigours of wartime service impaired his health 
and he developed a peptic ulcer, for which he had a sub- 
total gastrectomy in 1948. It had been his intention to 
specialize in children’s diseases after the first world war, 
but circumstances were not favourable and so he entered 
general practice in Cardiff, where he spent five years. He 
then moved to Doncaster, joining in partnership with the late 
Dr. A. E. Huckett. 
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Almost all Dr. Rowlands’s spare time was spent in the 
study of botany, and he discovered several new varieties of 
ferns in the British Isles. For over 40 years a member of 
the British Pteridological Society, which is concerned with 
ferns, he had an expert knowledge of that group of plants 
and grew almost all the British species in his garden at 
Doncaster. He was also a member of the Botanical Society 
of the British Isles and of the British Bryological Society. 
During a three months’ visit to America in 1912 he made 
many friends among the American botanists. 

He loved his patients, particularly the young and the old, 
and his sincerity, quiet efficiency, and sustained interest in 
spite of ill-health made him the ideal confidant and family 
doctor. He leaves a widow and two daughters.—N. M. 


D.S. writes: Though he was frail in physique and had 
a pale, lined face, Rowlands’s eager spirit animated his 
features and fired his keen ‘nterest in natural history. He 
had an unusually clear memory for detail, and this, com- 
bined with a lifelong study of the flora of Great Britain, 
enabled him to become one of the outstanding amateur 
botanists of »;' day. The notes from his pen that appeared 
in the British Fern Gazette over many years are of endur- 
ing value, for they communicate accurate and discerning 
observations with precision. In addition, several county 
floras published in the last 30 years are indebted to him 
for records of ferns. Unlike some botanists, he was inter- 
ested in the cultivation of plants as well as in their field 
study, seeing in this a means by which he could under- 
stand them better. In the field he was a delightful com- 
panion, and his affection for both plants and people seemed 
all the deeper for the slightly wry humour with which he 
expressed it. Though unassuming and somewhat diffident, 
Rowlands was a distinguished man; and, like many 
naturalists, he was exceptionally kind. 


ISRAEL HARRIS, M.R.C.S., L.R.C.P. 


Dr. Israel Harris, who was weil known in Bootle both 
as a family doctor and as a town councillor,, died at 
Liverpool on December 8 at the age of 56. 


Israel Harris was born in Merthyr Tydfil on December 12, 
1900. He studied medicine at the Westminster Hospital, 
London, qualifying in 1924. A year later he went to Bootle, 
where he became prominent in local affairs and where he 
worked until his untimely death. He leaves a widow and a 
son and daughter, both members of the medicai profession. 

D. B. writes: Just over 30 years ago an unknown young 
doctor came from South Wales to take over a decaying 
practice in the Merseyside borough of Bootle. At his 
untimely death on December 8, such was the regard and 
respect he had gained. the whole town mourned ; for in 
those 30 years Israel Harris had given an unselfish service, 
professional and public, that can seldom have been 
surpassed. His whole life was service--professional. 
political, and humanitarian. He built up by hard work and 
a high degree of professional skill a large practice among 
a working-class population, whose problems he so well 
understood and who repaid him with gratitude and loyalty. 
But where he showed his great worth was in his work for his 
professional colleagues. Himself an upholder of the highest 
ethical standards of our profession, his example was that to 
which all his colleagues strove to attain. He was a pioneer 
in the formation of the Bootle Medical Group, a scheme 
dependent on professional good will which has attracted 
much attention throughout the country, and was its chair- 
man since its inception. He had also served as chairman of 
the local medical committee, and his term of office was 
productive of much good work. 

He gave great service to the hospitals of the area both 
before and after the inception of the National Health 
Service. In his position as a member of the North Liverpool 
hospital management committee he fought for, and gained, 
radiological and pathological services for his G.P. colleagues. 
His knowledge of hospital policy and administration can 
have been possessed by very few medical men. Politically. 
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he had been a member of the town council for over 20 years 
and for the past five years chairman of its health committee, 
@ position to which he brought his great knowledge of social 
medicine. He also brought about a happy relationship 
between the preventive and curative aspects of medicine in 
the area. He was always proud of his Jewish ancestry. 
and when his people were cruelly persecuted during the 
early Hitler regime he threw himself wholeheartedly into 
measures for their relief. For years, among all his other 
humanitarian efforts, he laboured night and day for their 
succour. He was also a firm Zionist, and his standing 
among the Jewish community was that of a champion of 
his people. When war came, although 40 years of age, he 
volunteered and served for over five years, much of the time 
overseas in North Africa and Italy. Last year his fellow 
citizens chose this unassuming learned man to be their 
mayor, and he spent a happy year in this office, during which 
his profesional colleagues gave a dinner in his honour 
which will long remain in their memory. He will be greatly 
missed, for here was a man who made only friends. 


MARGARET H. WHITE, M.D. 


Dr. Margaret H. White, wife of Dr. A. C. White, 
pharmacologist to the Wellcome Research Laboratories 
at Beckenham, died at Bromley Hospital on Decem- 
ber 10. 


Margaret Helen White (formerly Gordon) was a brilliant 
student at Edinburgh University, where she qualified in 1923 
and obtained her doctorate in 1926. Even in those early 
days her career was hampered by the ill-health which re- 
curred from time to time but failed to quench her courageous 
and buoyant spirit. Before her marriage she had specialized 
in obstetrics and was also for a time medical officer to 
McVitie and Price, the well-known biscuit manufacturers. 
Like so many other married medical women, she resumed 
her professional work during the second world war, when 
she took up an appointment at Woolwich Arsenal and was 
for a time senior medical officer at the Women’s Hospital 
there. Although incapacitating major illness was her fate. 
her bravery and sane outlook on life were an inspiration to 
all who knew her, Our sympathy goes out to her husband, 
who was devoted to her.—H. J. P. 


DAME BARRIE LAMBERT, D.B.E., M.B., D.P.H. 


The obituary of Dame Barrie Lambert was published in 
the Journal of December 21, p. 1494. 


A friend writes: After holding resident posts at the East 
Anglian Sanatorium and at the Elizabeth Garrett Anderson 
Hospital, Barrie Lambert went to Sweden, where she took a 
doctor's course in physiotherapy. Later she became a lec- 
turer in physiotherapy in London. At the outbreak of the 
first world war she organized the first clinic for officers and 
men in Portland Place, which was financed by Mrs. Almeric 
Paget. This was inspected by Sir Alfred Keogh, who was 
so impressed with the value of the work that he asked her to 
Start a similar department in the convalescent hospital he 
was Starting at Eastbourne. For some months she acted as 
medical officer to the department, but, as the casualties in- 
creased, new convalescent hospitals were being started al! 
over England, Scotland, Ireland, and Wales, and she was 
asked, together with Lady Essex French, to organize a corps 
of physiotherapists to staff these hospitals. This became 
the Almeric Paget Massage Corps, later the Military Mas- 
sage Service, some 5,000 strong. Barrie Lambert was 
appointed inspector of the massage and electrical depart- 
ments attached to the many convalescent hospitals and 
depots, with the title of Inspector of Military Massage and 
Electrical Services. She was the first woman to wear uni- 
form and to wear the R.A.M.C. badge, and she had a per- 
sonal letter from Sir Alfred Keogh giving her permission to 
wear the badge. 
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£7,437 DAMAGES FOR DISMISSAL 

[From Mepico-LeGAL CORRESPONDENT] 
At the end of an action in the High Court which lasted 10 
days Mr. Justice Barry’ awarded damages amounting to 
£7,437 to Mr. Alexander Howard Barber, surgeon, of Ash 
Grove, Rochdale, against the Manchester Regional Hospital 
Board. Mr. Barber's action was brought in respect of his 
dismissal in 1952 from his position as consultant surgeon 
in obstetrics and gynaecology at the Oldham and District 
General Hospital. The judge made a declaration that the 
Minister of Health, who was also a defendant in the action, 
had acted wrongfully and in breach of statutory duty in not 
hearing Mr. Barber's appeal against his dismissal. 

Mr. Barber, who the judge said was a surgeon of con- 
siderable experience and distinction, had since 1937 virtually 
devoted his life to the Oldham Hospital, and particularly to 
the obstetrical and gynaecological department, which he had 
very largely built up. When the Health Service came into 
effect he was a transferable part-time officer, but by some 
extraordinary administrative error the Manchester Regional 
Hospital Board for several months regarded him as a full- 
time officer. Someone on the board quite inexcusably 
insisted that Mr. Barber, or the Oldham Corporation, his 
previous employers, were responsible for the error, and this 
provided a permanent black mark on his record with the 
board which was not forgotten. 

The beginning of the trouble between Mr. Barber and the 
board was in 1950, when a dead foetus was found on an 
Oldham Corporation refuse dump which turned out to have 
come from the hospital, the proper procedure for its disposal 
having failed in the absence of the head porter and 
Mr. Barber. At the inquest there was a difference of opinion 
between the coroner and Mr. Barber, who maintained that 
on account of its extreme premature birth and the period of 
gestation neither its birth nor death were registrable. This 
attracted wide publicity, and seriously affected Mr. Barber's 
relations with the board, which shortly afterwards circu- 
larized its hospital management committees expressing the 
view that all such premature births and deaths should be - 
registered. 

Later that year the board received from the Ministry (who 
received them from the Director of Public Prosecutions) 
copies of statements obtained by the police in Oldham con- 
taining allegations about Mr. Barber's conduct at the 
hospital. A panel of professional men was set up by the 
board to investigate the matter, and a copy of the police 
dossier was given to them. Mr. Barber was sent by the 
secretary to the board only a brief note of the contents of 
the statements referring to alleged failure to give sufficient 
particulars on the death certificates of four women patients, 
alleged failure to issue birth and death certificates in respect 
of certain premature births, and allegations about his 
professional technique in the conduct of an operation in 
April, 1950. He received from start to finish no other 
information of the contents of the police dossier. 

When Mr. Barber appeared before the panel he was told 
that he need not trouble about the infant deaths, as they had 
taken counsel’s opinion, which was that he had acted 
perfectly correctly. There was discussion about the adult 
deaths. Shortly afterwards Dr. F. N. Marshall, the board's 
senior medical administrative officer, told him that the panel 
had decided the police had been vindictive and he need not 
worry further about it. Mr. Barber said he wanted to 
answer suggestions about his supposed clinical incompetence 
at the operation, but Dr. Marshall said that was not 
necessary. 

The panel reported to the board that Mr. Barber's conduct 
had not’ been culpable or deserving of censure, but that he 
had shown lack of tact in dealing with matters he knew to 
be causing disquiet, and in particular had not been helpful 
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to the registrar. He had not culpably withheld informa- 
tion which should have been given on death certificates, 
but had shown errors of judgment. They did not express the 
view that Mr. Barber was unfitted to hold a consultant's 
post, and said it was for the board to decide how his services 
could be used in the future. 

As the judge put it, the whole matter of the complaints 
against Mr. Barber was swallowed up in a vast adminis- 
trative machine of panels, committees, subcommittees. 
reports, and correspondence. Contrary to the intentions of 
the distinguished professional men involved, there emerged 
from the machine a result unfavourable to Mr. Barber, In 
a sense he was condemned and punished unheard, for when 
the panel's report was considered by the board's consultant 
services committee they decided that his conduct be viewed 
with extreme disapproval, that as soon as possible a con- 
sultant be appointed to take charge of his unit, and that he 
should cease to have administrative responsibility. 

The letter from the secretary announcing these decisions 
to Mr. Barber involved a complete rejection of the findings 
of the panel expressed in their report, and much of the letter 
bore no relation to the report. It was a letter of censure, 
and Mr. Barber when subsequently offered a contract 
depriving him of half his administrative responsibility 
reasonably thought that it was the first dose of this very 
bitter medicine and refused to sign it because he considered 
he was being punished unheard. 

In January, 1952, the general purposes committee of the 
board authorized his dismissal on three months’ notice, and 
in spite of attempts from many quarters to get him 
reinstated his contract was terminated from April 30, 1952. 
The Minister maintained that he had no jurisdiction to 
interfere on the ground that Mr. Barber had no written 
contract with the board. ; 

Mr. Justice Barry held that from July, 1949, Mr. Barber 
had been employed by the board on a contract which 
incorporated the terms and conditions of service for Health 
Service officers, including clause 16, and that its termina- 
tion was a breach of the board’s contractual obligations. 
He id not think that the secretary or the senior adminis- 
trative medical officer acted in bad faith, however wrong 
they may have been, in concluding that Mr. Barber was a 
nuisance and that it would be in everyone's interest to 
terminate his contract. If Mr. Barber's appeal to the 
Minister had been put before a professional committee the 
Minister would have been advised that substantial unfairness 
had entered into his dismissal, and so he would have con- 
tinued his employment. 

The judge held that Mr. Barber was entitled to recover 
the equivalent of five years’ salary less tax, plus damages 
for the loss of his private practice as a result of the exclusion 
of his patients from all hospitals in the region. The total 
amount awarded was £7,437. 


M.O.H. WINS SLANDER ACTION 


A county medical officer of health won an action for slander 
against a member of the county council at Staffordshire 
Assizes on December 9. The case was heard before Mr. 
Justice Hinchcliffe ; the plaintiff was Dr. Gerald Ramage, 
of Stafford, and the defendant Alderman George Wilfred 
Newman, of Brereton, near Rugeley, an industrial social 
welfare organizer, and a member of the Staffordshire County 
Council. 

It was alleged that at a meeting of the Staffordshire County 
Education Committee on April 6, 1957, Mr. Newman, in the 
presence of a number of people, said of Dr. Ramage, “ He 
is cleverer than you think. I have known him longer than 
you. There is a limit as to how far you can trust him.” It 
was stated that the words complained of were spoken at the 
end of a meeting during which Mr. Newman had criticized 
the wording of certain forms sent to parents whose children, 
it was considered, should go to county special schools. 

On behalf of Dr. Ramage it was contended that the words 
meant that he was false, unscrupulous, and untrustworthy in 
his behaviour as medical officer, and that he was therefore 
unfit for that position, Mr. Newman denied speaking the 
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words complained of, and said further that the words did 
not mean what was alleged, and that they were incapable of 
any of the meanings alleged or of any defamatory meaning. 

In giving judgment, Mr. Justice Hinchcliffe said that he 
could not believe that five witnesses called by the plaintiff 
had “come to mislead the court.” All that the defence 
witnesses had been able to say was that they did not 
remember that the words were used. He found that the 
defendant did speak the words complained of, and in his 
opinion the words were defamatory in the ordinary and 
natural meaning. Awarding Dr. Ramage 150 guineas 
damages, and costs, the judge remarked that it was a sum 
“to make it clear that slanderous and offensive statements 
are not to be tolerated.” After the case, Dr. Ramage stated 
through his solicitor that the damages would be given to the 
N.S.P.C.C. 

The Medical Protection Society instructed Messrs. Le Brasseur 
and Oakley, solicitors, to act for Dr. Ramage. 


Medical Notes in Parliament 


CARE OF THE DISABLED 


Mr. Rospert Carr, Parliamentary Secretary to the Ministry 
of Labour, told the Commons on December 13 that the 
Government would press on wherever possible with the 
implementation of the Piercy Committee recommendations 
on the rehabilitation and resettlement of the disabled, sub- 
ject only to the urgent present need for economy. The Bill 
(promised in the Queen’s Speech) was in course of prepara- 
tion, and would be introduced in plenty of time for com- 
pletion this session. It would amend the Disabled Persons 
Employment Act, and, although a valuable measure, would 
not be a major one. It would include two small alterations 
in the registration scheme for the disabled ; would transfer 
statutory responsibility for supervising local authority 
schemes for sheltered employment from the health com- 
mittees to the Ministry of Labour; and would reduce the 
minimum age for industrial rehabilitation and training from 
16 to the school-leaving age. 

He was replying to a debate initiated by Mr. Epwarp 
Evans (Lowestoft, Lab.) on the care of the handicapped, 
and in recording the progress that had been made he said 
that it started with the great development and application of 
medical knowledge and treatment. Since July, 1945, almost 
50,000 disabled persons, including blind, had been trained 
under the Vocational Training Scheme and placed in 
employment. In recent years these successful placings had 
averaged 91%, of trainees who had completed the course 
a tremendously encouraging figure. There had also been 
a striking decline in the number of severely disabled un- 
employed, from nearly 13,000 in 1946 to 4,000 in June, 1955, 
and 3,640 in October this year-—-almost the lowest figure 
since the registration scheme came into operation. The 
Piercy recommendations relating to the hospital and medi- 
cal services—physiotherapy, resettlement clinics, rehabilita- 
tion centres, better information, and even persuasion for the 
medical profession—-were not matters for direct Govern- 
ment action, but it was intended to circulate advice to the 
hospital authorities in the near future. He was disappointed 
that in view of the economic situation they coyld not under- 
take at this time to proceed with additional industrial re- 
habilitation units. The assessment of suitability for Remploy 
had been undertaken on an experimental basis, with satis- 
factory results, and this was being extended to a large num- 
ber of units. The recommendation for an Exchequer grant 
to the welfare services was still under consideration. The 
Ministry of Health would issue early in the new year a 
circular to local authorities on the group of recommenda- 
tions dealing with the further and better provision of wel- 
fare services, and this would include references to appli- 
ances and other aids. The training of disablement resettle- 
ment officers was to be extended from four days to one 
month. 
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Mr. Evans, who moved a resolution urging that future 
policy should be related to the recommendations of the 
Piercy Committee and other bodies concerned. with the 
welfare of the handicapped—-which was agreed to—has 
devoted himself to their welfare since he was a young assis- 
tant master in a London school for the blind 50 years ago. 
He emphasized the importance of early diagnosis, the need 
to educate the parent as well as the child, and the impor- 
tance of the family doctor being made aware of the facilities 
available. 

Sir Josepn (Leeds, North-East, Con.), speaking 
mainly about the medical aspects of rehabilitation, said 
that if the profession lived up to the standard of its lead- 
ing doctors there would be a smaller number of people for 
whom rehabilitation would have to be sought. The Piercy 
report said that all doctors should be taught in their train- 
ing about the facilities available, and what modern treat- 
ment offered. There was no need in hospitals for great 
empire-building departments concerned with rehabilitation 
with a capital R if every doctor and nurse had the right 
attitude towards mishaps. It was not easy, but it was the 
practice of many of the best doctors and nurses already. 

Mr. Somervitte Hastinecs (Barking, Lab.) stressed the 
importance of early recognition of disabilities of all kinds, 
and the need to realize that many disabled people had 
psychological as well as physical scars. It was unfortunate 
that many parents of what were called mentally retarded 
children seemed to hide them as soon as the disease was 
recognizable. He wanted to see any defect in children made 
a notifiable disease. The medical officer of health and the 
family doctor could then discuss what was best to be done 
and training could begin as soon as possible. He had sug- 
gestions to make about two special cases, the tuberculous 
and the epileptics, who shared the common difficulty that 
other people were not anxious to work with them. He 
thought they would be much better dealt with in sheltered 
workshops. No matter how much it might cost, it was im- 
portant to provide facilities for the occupation in work of 
people who were a public danger because of their infection. 
For epileptics, he appealed for efforts to find employment 
for them in hospitals and local health institutions. Peopre 
already engaged in heaith administration ought not to be 
frightened of them. This work would have to be very 
limited in scope, probably clerical, but there were spheres 
where he thought they could be occupied. 


Senior Registrars 

Mr. KennetH Ropinson (St. Pancras, North, Lab.) asked 
the Minister of Health on December 16 how long dis- 
cussions had been going on with the Joint Consultants 
Committee on the future of senior registrars who had com- 
pleted their normal term of service ; and when he expected 
to announce a decision, Mr. D. Wa tkser-Smitn said the 
present series of discussions, which had raised issues of 
considerable complexity, had extended over the past two 
years, but developed from earlier discussions on junior hos- 
pital medical staffing. A decision would be reached as soon 
as possible. 

Mr. ROBINSON wanted to know whether it was the Minis- 
try or the consultants who were responsible for this inter- 
minable delay, which was causing acute anxiety and distress 
to the senior registrars. The Minister, he said, was himself 
in breach of faith to them. Would he come to a decision 
quickly? Mr. Watker-SmitH said he did not accept any 
allegations of breach of faith. He was getting on with this 
as fast as possible. His proposals went to the committee 
in November, and they were to be discussed again at the 
next meeting with the joint committee on December 30. 


Psychiatrists 

The MINisTeR OF HEALTH stated, in answer to Mr. K. 
Ropinson, that he was aware of the shortage of psychia- 
trists in all branches of the mental health services, and that 
this special consideration was before the Willink Committee 
on the future requirements of medical manpower, Mr. 
Robinson asked why there was no mention of psychiatry 
in the Willink Report. Mental hospitals were grossly under- 
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staffed, and patients were being denied treatment because 
the doctors were not available. Implementation of the 
Royal Commission's recommendations must involve a great 
expansion of the psychiatric service. How could this take 
place if the medical intake was to be restricted to 20% 
overall? Mr. WaALKer-SMiTH said he was not sure how 
far it was for him to interpret what was in the minds of 
the committee. He understood their conclusion was that 
it was not necessary for their purposes to include in the 
report a separate estimate for each specialty. In the 
evidence given by the Ministry special attention was drawn 
to the need for more psychiatrists. 


Economics of the Health Service 

Mr. J. Cronin (Loughborough, Lab.) suggested the in- 
clusion in the syllabus of medical and dental students of 
some elementary knowledge of the economics of the Health 
Service and of the costs of treatment for which they would 
eventually be responsible. Mr. WaLKer-SmiTH : I am con- 
sidering a recommendation made in the Report of the 
Select Committee on Estimates on the Running Costs of 
Hospitals that | should urge upon all medical and dental 
schools and teaching hospitals the inclusion of these sub- 
jects in the curricula, Mr. CRONIN’s comment was that 
this was satisfactory news, because for all practical purposes 
doctors in the Health Service had a blank cheque to an 
almost unlimited extent on public funds, It would be very 
useful to have some increase in their awareness of their 
financial responsibilities. 

Doctors’ Pay 

Mrs. Lena Jecer (Holborn and St. Pancras, South, Lab.) 
asked if the Minister was aware of the financial difficulties 
of doctors in the Health Service who had to advance a 
trainee’s monthly salary, for which they were reimbursed 
quarterly in arrear; and whether he would ask executive 
councils to make these refunds monthly in future. Mr. 
WALKER-SMITH said that no case of difficulty had come to 
his notice. Arrangements had recently been made for 
doctors to receive the main part of their remuneration 
monthly if they wished, and this should help to relieve any 
difficulties that might have arisen in the past. 


Proprietary Drugs 

Dr. Eprra SUMMERSKILL (Warrington, Lab.) asked if, in 
view of the usefulness of the British National Formulary, 
the Minister would arrange for its more frequent revision 
and distribution. Mr. WALKER-SmITH replied that a revised 
formulary was published by the British Medical Association 
and the Pharmaceutical Society of Great Britain at intervals 
of about two and a half years, and he understood that it 
would not be practicable to do so more frequently. 

Dr. SUMMERSKILL asked the Minister what action he was 
taking to prevent doctors from prescribing proprietary drugs 
which were of no greater, or of less, value than comparable 
drugs listed in the National Formulary. Mr. WALKER-SMITH: 
I have no power to prevent doctors from prescribing the 
drugs they consider necessary. But they have been asked 
to pay regard to comparative price when considering whether 
to prescribe proprietary preparations which are the equiva- 
lent of, or analogous in therapeutic effect to, preparations 
in the British National Formulary; and not to prescribe 
proprietary preparations classified by Joint Committees 
of the Central and Scottish Health Services Councils 
as consisting of or containing drugs which, in the Com- 
mittee’s view, are not of proved therapeutic value. Dr. 
SUMMERSKILL said the answer had made it clear that pro- 
prietary drugs were being prescribed which had an equi- 
valent in the Formulary and could therefore be prescribed 
more cheaply. In view of the fact that the price of pre- 
scriptions had soared, and the colossal size of the drug bill, 
would the Minister reconsider this? Mr. WALKER-SMITH 
explained that it would require legislation to ban the pre- 
scribing of any particular preparation, as the Health Service 
Act simply provided for the supply of proper and sufficient 
drugs and medicine. The Hinchliffe Committee was con- 
sidering the cost of prescriptions. Meanwhile there was a 
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voluntary price agreement; and there were the Prescribers’ 
Notes sent to all Health Service doctors, which should be 
helpful to them. 

He stated in another reply that the average cost of each 
prescription dispensed in the Health Service was approxi- 
mately Ss. 8d. in September, 1957, compared with 5s. in 


September, 1956. 
Dental Caries 


Mr. Somervitte Hastincs (Barking, Lab.) asked the 
Minister whether his attention had been called to a report 
indicating that the percentage of London children of 5 
years of age with caries-free teeth had decreased consider- 
ably since 1947; what reports on this subject he had 
received from other parts of England and Wales : and if he 
would cause an inquiry to be made as to the reason for this 
deterioration and how it could be prevented. Dr, BARNET 
Stross (Stoke-on-Trent, Central, Lab.), also had a question 
on this subject. Mr. RicHaRD THOMPSON, Parliamentary 
Secretary, stated that, according to a recent report by Lady 
Mellanby and others, 15.5%, of London schoolchildren aged 
5 years were free from dental caries in 1955 compared with 
28.1% in 1947. A report from Staffordshire which was 
included in the Chief Medical Officer's Annual Report for 
1955 also showed a decrease. Research into the reasons and 
into methods of prevention was proceeding: but the 
Minister was advised that the deterioration was due largely 
to faulty dietetic habits and that the main hope of preven- 
tion lay in dental health education, reinforced where 
necessary by the fluoridation of water. 


Poliomyelitis Vaccination 


Mr. B. JANNER (Leicester, North-West, Lab.) asked if the 
Minister was aware that a public health inspector died 
recently of polio-encephalitis after having been refused 
vaccination against this disease; and if he would place 
among ihe priorities for anti-polio vaccination doctors, 
nurses, and public health officials whose work brought them 
into contact with polio cases. Mr. WALKER-SMITH said that 
he was aware of the case. Advice on priorities for vaccina- 
tion was given by a committee set up by the Central and 
Scottish Health Services Councils. Vaccination was already 
available to hospital staff treating poliomyelitis cases in the 
infectious stage, and would shortly be offered to general 
medical practitioners and to ambulance staff. Public health 
inspectors were not at present included, but the extension 
of the priority arrangements to new groups was kept under 
frequent review. 


Infection from Sea-bathing 


Dr. ReGinaLD Bennetr (Gosport and Fareham, Con.) 
asked the Minister what action, other than routine, had been 
taken by his department and local health authorities to 
ascertain accurately the causes of the three cases of polio- 
myelitis, medically attributed to sea-bathing at one heavily 
polluted beach, particulars of which had been sent to him. 
Mr. WaLkKer-SMITH replied that further inquiries revealed 
that the notification of poliomyelitis in two of these cases 
had been corrected. He was advised that in the third case, 
as in most cases of poliomyelitis, it was not possible to 
establish accurately the mechanism of infection. Dr. 
BENNETT suggested that unless the most careful examination 
could be made of any case reported by doctors as having 
been probably infected by sea-bathing it was unlikely that 
evidence would be supplied on which to make a decision 
whether sea-bathing was to blame, and there would continue 
to be uncertainty behind which inertia could shelter. Mr. 
WALKER-SMITH said he would not like to think there was 
any inertia on such a subject. A committee of the Public 
Health Laboratory Service was making a survey of the 
bacterial pollution on various sections of the coast, and 
trying to find whether any relationship existed between 
enteric disease and recent bathing in heavily polluted 
sea-water. 

Dr. BENNETT asked the Minister if he would encourage the 
taking, and posting up in public, of periodical bacterial 
counts of samples of sea- or river-water at locations where 


there was suspected pollution, together with indications of 
how such counts compared with the worst degrees of un- 
cleanliness allowed in swimming-baths. Mr. WALKER-SMITH 
said he did not think that the posting of such information 
would serve any useful purpose. He was advised that in 
view of the difficulty of interpreting such counts the informa- 
tion would be misleading to the public. Dr. BENNETT said 
tests were taken and were commonly found to be highly 
unsatisfactory. Mr. WaLKeR-SMITH replied that the conclu- 
sions could only be assessed by scientific people trained to 
evaluate the material. 


Accidents in the Home 


Mrs. P. McLauGHuin (Belfast, West, U.U.) asked the 
Minister to make arrangements that all home accidents which 
required hospital treatment should be reported to the local 
medical officer of health, Mr. THOMPSON told her it was 
proposed in circulars to local health and hospital authorities 
shortly to encourage the supply of information by hospitals 
to medical officers of health. Mrs. JeGer asked why the 
Minister was going only half-way, and suggested that notifi- 
cation should be made obligatory. Mr. THOMPSON told her 
it was not proposed that hospital authorities should notify 
details of each casualty treated, The patient’s consent would 
be required before information could be transmitted. 


Multiple Packs 


Dr. J. Dickson Mason (Greenock, Lab.) asked the Secre- 
tary of State for Scotland on December 17 whether the 
discussions with the medical profession for additional 
multiple packs, to which only the Is. charge should apply, 
were complete ; and why they had lasted over a year. Mr. 
J. S. Mactay replied that the discussions on the suggestions 
that had so far been made for multiple packs were complete, 
and a proposal for a new dressings pack was under con- 
sideration by the manufacturers. The profession and the 
health departments had agreed that it would be impracticable 
to devise a pack for diabetic and T.B. patients or a dressings 
pack for colostomy patients that would meet the varied 
needs of a sufficient number of patients to make their pro- 


duction useful. 
Drugs for Privaie Patients 


Mr. Joun Hatt (Wycombe, Con.) has won the point, 
but lost the match. On December 17 the Speaker ruled that 
the device he had adopted for using the National Land Fund 
to finance free drugs for private patients was in order ; 
but on the same day there appeared on the Commons pro- 
ceedings a string of 13 other Bills, for various purposes 
but all financed in the same way, proposed by Opposition 
Members who the previous week had objected to Mr. Hall's 
scheme as a subterfuge to get round the rule that no private 
member can introduce legislation which imposes a charge Jf 
on the public purse. : 
The Speaker ruled that Mr. Hall’s argument was valid ; 
the Land Fund was a separate entity, and new expenditure 
charged upon it did not result in a charge on the Exchequer ; 
therefore Mr. Hall was entitled to seek leave to introduce 
his Bill, But further resort to the device might raise diffi- 
culties, and that might require reconsideration of the pro- 
cedure by the House. 
Mr. HALL said that when he first introduced the Bill it 
was his intention to try to remedy a long-standing injustice 
which prevented private patients obtaining their medicines 
and appliances under the same conditions as those ruling 
for State-registered patients, and to guard against a threat 
to the standard of medicine if private practice disappeared 
altogether. However, in view of the long list of Bills, which 
if debated would hold up Government business, and as he 
was not prepared to see his Bill used for that purpose, 
and on the understanding that he had the right to bring 
it forward in this or another way, he would withdraw the 
Bill. Whereupon Mr. Mrtcuison (Kettering, Lab.) ended 
the match by withdrawing, on behalf of all the Labour 
Members concerned, the other proposals to finance private 
Members’ legislation out of the Land Fund—but similarly 
reserving their right to reintroduce them. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


Summary for British Isles for week ending December 7 
(No. 49) and corresponding week 1956. 


Figures of cases are for the countries shown and London administrative 
county Fieures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative county, the 
17 principal towns in Scotland, the 10 principal towns in Northern Ireland, 
and the 14 principal towns in Eire 

A blank space denotes disease not notifiable or no return availabic 

The table is based on information supplied by the Registrars-General of 
Engiand and Wales, Scotland, N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire. 
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Encephalitis, acute 1 0 0 0 
Enteric fever | 

Typhoid 3 0 0 4 0 

Paratyphoid 6 0 0 0 2 i 0 2 
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Measies*.... 2,214 44 36 30) 24] 5.978 390 S25 199 142 
Meningococcal in- 
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Ophthaimia neona- 
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Non-respiratory 72 5 2 8s 7 2 
Whooping-cough.. $75 24 64 4 20] 2,126 119) 424 14 35 
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Includes primary and influcnzai 
Inctudes puerperal pyrexia 
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Vital Statistics 


England and Wales in 1956 


The infant mortality rate (24 per thousand live births) and 
the maternal mortality rate (0.46 per thousand live and still 
births) in England and Wales in 1956 were the lowest 
recorded annual rates. By contrast the general death rate 
(11.7 per thousand population) was the same as in 1955, and 
higher than in several previous years. 

The general death rate from cancer, which has steadily 
increased for some years, did so again in 1956, when it was 
2,112 per million population. The main types of cancer 
showing an increased death rate were cancer of lung and 
bronchus (110 per million population), cancer of breast in 
women (371 per million females), and cancer of the prostate 
(165 per million males). An increased death rate was also 
recorded as due to neoplasms of lymphatic and haemato- 
poietic tissues, which category includes various types of 
leukaemia. The rate was 104 per million population in 
1956, compared with 101 in 1955 and 65 in 1946. 

There were 5,375 deaths from tuberculosis, 8 from 
diphtheria, 95 from whooping-cough, 15 from scarlet fever, 
189 from meningococcal infections, 30 from measles, 106 
from acute infectious encephalitis, 114 from acute polio- 
myelitis, 62 from herpes zoster, 12 from chicken-pox, | from 
rubella, 4 from mumps, 272 from infectious hepatit's, 6 from 
glandular fever, | from rabies, 4 from malaria, 10 from 
hydatid disease, and 5 from actinomycosis, Deaths from 
coronary artery disease again increased, numbering 46.921 
for men and 27,869 fot women, an increase over 1955 of 
2,665 for men and 1,528 for women. Over 14°, of all deaths 
were due to this cause. 

The 356 deaths caused by accidental poisoning included 
223 caused by barbiturates, 39 by aspirin and salicylates, and 
17 by alcohol. Deaths from suicide numbered 4,282, giving 
a rate of 118 per million population, the highest since the 
war. Deaths from homicide numbered 181, a figure that has 
not appreciably changed for at least 10 years. Deaths from 
motor-vehicle traffic accidents numbered 4,939. This gave 
a rate of 113 per million population, which was the highest 
for many years.—Registrar General's Statistical Review of 
England and Wales for the year 1956, Part 1, Tables. 
Medical, H.M.S.O., 15s. 


Graphs of Infectious Diseases 

The graphs below show the uncorrected numbers of cases 
(deaths for influenza) of certain diseases notified weekly in 
England and Wales (great towns for influenza). Highest 
and lowest figures reported in each week during the years 
1948-56 (influenza, 1952-6) are shown thus - - - - - - . the 
figures for 1957 thus —-———-. Except for the curves show- 
ing notifications in 1957, the graphs were prepared at the 
Department of Medical Statistics and Epidemiology. London 
School of Hygiene and Tropical Medicine. 
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Infectious Diseases 

The largest rises in the notifications of infectious diseases 
in England and Wales during the week ending December 7 
were 371 for measles, from 1,843 to 2,214, 163 for acute 
pneumonia, from 486 to 649, and 115 for dysentery, from 
461 to 576: the largest falls were 60 for whooping-cough, 
from 635 to 575, and 49 for scarlet fever, from 772 to 723. 

The largest increases in the incidence of measles were 61 
in Yorkshire North Riding, from 104 to 165 (Middlesbrough 
C.B. 150), 58 in Hertfordshire, from 55 to 113, $2 in Den- 
bighshire, from 43 to 95 (Wrexham M.B. 31, Wrexham R.D. 
64), and 43 in Glamorganshire, from 175 to 218; the only 
large fall was 49 in Norfolk, from 118 to 69. The largest 
falls in the number of notifications of scarlet fever were 24 
in Yorkshire West Riding, from 110 to 86, and 22 in Lanca- 
shire, from 106 to 84. The oniy fluctuation of any size 
in the trends of whooping-cough was a decrease of 22 in 
Yorkshire West Riding, from 65 to 43. Only 1 case of 
diphtheria was notified, compared with 5 in the preceding 
week. The incidence of acute pneumonia increased 
throughout the country ; the largest rise was 30 in Middlesex, 
from 18 to 48. 

All the 6 cases of paratyphoid fever were notified in South 
Westmorland R.D. 

81 cases of acute poliomyelitis were notified during the 
week, and these were 22 more for paralytic and 3 more for 
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non-paralytic cases than in the preceding week. The largest 
returns were Leicestershire 12 (Leicester C.B. 9), Kent 11 
(Canterbury C.B. 2, Broadstairs and St. Peters U.D. 2. 
Margate M.B. 2), and Berkshire 7 (Reading C.B. 4, New- 
bury M.B, 2). 

The largest rise in the number of notifications of dysentery 
was 41 in London. The chief centres of infection during ° 
the week were London 135 (Islington 38, Hammersmith 14. 
Stoke Newington 12), Lancashire 125 (Eccles M.B. 38, Liver- 
pool C.B. 28, Salford C.B. 21), Yorkshire West Riding 82 
(Leeds C.B. 18, Sheffield C.B. 18, Huddersfield C.B. 12, 
Hemsworth R.D. 10), Middlesex 34 (Ealing M.B. 18), 
Durham 25 (Stanley U.D. 13), and Surrey 24 (Reigate 
M.B. 21). 


Medical News 


Postgraduate Medical School.— Mr. Isaac WoLrson, chair- 
man of Great Universal Stores Ltd., has given £125,000 to 
the building appeal fund of the Postgraduate Medical School 
of London. The money is to be used for the lecture theatre 
block, which will also contain the staff common rooms and 
dining-room (see Journal, 1956, 2, 1052). The Postgraduate 
Medical School launched an appeal for £750,000 in 
November, 1956. Up to date rather less than half this sum 
has been collected. Donations should be sent to the appeal 
treasurer, Postgraduate Medical School, Ducane Road, 
London, W.12. 


Leverhulme Research Awards.—To mark the 25th year of 
their research award scheme the Leverhulme Trustees have 
issued a first report on it. The awards are made from a 
fund set up under the will of the first Viscount Leverhulme, 
the creator of the firm of Lever Brothers. He died in 1925. 
The income from this fund, states Sir Hector HETHERINGTON 
in an introductory note to the report, was to be applied to 
certain charities and “ for the purpose of providing scholar- 
ships for such purposes of research and education” as the 
trustees should decide. In 1933 the trustees resolved to use 
£12.000 annually to assist experienced workers who by 
reason of their routine duties or by other causes were 
prevented from undertaking or completing valuable investi- 
gations, and this, though later broadened, has remained the 
Trustees’ principal aim, the primary test for eligibility for 
a grant being that an undertaking should involve some loss 
of earnings. More recent schemes include awards for work 
in Continental centres of learning, and for a two-way traffic 
between the staffs of the university colleges in Africa and 
the West Indies and those of British universities. Including 
this year, the trustees have now made 612 awards, costing a 
total of £276,548, of which 580 were of the general pattern 
described above. The report catalogues the 273 awards 
(costing £130,299) made during 1933-47, the first fifteen 
years of the scheme ; and further reports covering the later 
years are promised at five-year intervals. The grants are 
listed under three headings: Arts and Humanities, Natural 
Sciences including Mathematics and Medicine, and Social 
Sciences. Brief notes are given of each fellow’s subject of 
research, and of his publications and career. The present 
Leverhulme Trustees are Lord Heyworth, Mr. J. Lomax 
Simpson, the third Viscount Leverhulme, Mr. R. E. Huffam, 
and Mr. G. J. Cole. The advisory committee under Sir 
Hector Hetherington’s chairmanship comprises Lord Adrian, 
Sir James Chadwick, Sir Cyril Hinshelwood, Sir James 
Mountford, and Sir Ifor Evans. Copies oi the report are 
available from the office of the advisory committee, St. 
Bridget’s House, Bridewell Place, London, E.C.4. 


King Edward's Fund.-The Duke oF GLOUCESTER 
presided at a council meeting on December 12, at which 
Lorp McCorquopaLe presented the estimates for 1958. 
The latter said that £100,000 had been allocated for general 
hospitals, of which £25,000 was earmarked for hospital 
kitchens and catering facilities. In addition, £40,000 was 
reserved for the last of the Fund's twelve homes for the 
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aged sick, and £25,000 for grants to convalescent homes. 
Sir ArcuipaLD Gray said the distribution committee had 
made a grant of £10,000 to the British Student Tuberculos:s 
Foundation. This Foundation had been started, he saic 
entirely by university students, who since 1950 had collected 
something like £35,000 to help students with pulmonary 
tuberculosis. Up to the present, accommodation had beer 
in two centres outside London, to which it was difficult for 
tutors from the various colleges to travel. Mottingham 
Hall, in the grounds of Grove Park Hospital, Lewisham, 
was now to be converted into a hostel, taking about 35 
ambulant cases, and there would be two wards in Grove 
Park Hospital for those who had to be hospitalized. The 
students would thus get much better accommodation, with 
a resident warden, and be within easy reach of the various 
colleges of London University. Sir Henry Tipy said that, 
owing to the improved treatment of heart cases, there was 
an increasing demand for convalescence for patients who 
could not manage stairs. Very few convalescent homes had 
sufficient rooms on the ground floor, and they were faced 
with building additional rooms or putting in lifts, which was 
an expensive matter. It was also announced that the Fund 
had completed its move from 10, Old Jewry, to its new 
premises at 34, King Street, London, E.C.2. 


Tribute to Lord Nuffield.—On December 19 Sir Henry 
Date, O.M., F.R.S., Sir CLEMENT Price THomas, and Dr. 
W. N. Pickies presented Lord Nurriecp with a pair of 
diamond and pearl cuff-links and a cheque for over £3,300. 
These gifts were made to Lord Nuffield on behalf of doc- 
tors from all over the Commonwealth as tokens of the deep 
respect, affection, and admiration in which he is held by the 
medical profession. They had been subscribed for by indi- 
vidual doctors as an 80th-birthday tribute to “the most 
generous benefactor to medicine that this country has ever 
known.” 


Royal College of Surgeons.—At a meeting of the council 
on December !2 Lord Wess-)OHNSON (past-president) was 
elected an honorary fellow of both the Faculty of Anaes- 
thetists and the Faculty of Dental Surgery. The following 
lecturers for 1958 were appointed: Bradshaw, Sir ARCHIBALD 
McInpboe ; Robert Jones, Mr. NoRMAN Thomas 
Vicary, Sir Joun McNee; Charles Tomes, Professor H. G. 
Rappen. Diplomas of fellowship were granted to the 
following: 

. L. Berger, N. E. Winstone, J. S. Mehta, P. M. Bacon, N. 
MacDonald, J. 8. Lowry, T. R. Beatson, A. N. Cowan, D. J. C. 
Graff, A. H. Tooley, W. M. Huse, R. J. Jagose, D. Singh (oto- 
laryngology), I. R. Stillman, J. R. Boulle, R. B. Chattopadhyay, 
E. G. Brewin, R. N. McCann (ophthalmology), L. P. B. Kiriella, 
H. L. J. Lusby, B. K. Shenolikar, P. M. Yeoman, V. Marwah, 
H. J. Tighe, H. Weisl, W. G. T. Bell, A. G. Horsburgh, K. J. 
Millar, J. E. Reimer, A. Sinha (otolaryngology), M. D. M. 
Staunton, N. J. Blacklock, M. A. Browne, B. J. Ireland, C. 
Kathirkamanathan, S. Levitt, J. P. Lythgoe, J. H. Phillips, K. S. 
Subramaniam (ophthalmology), S. M. Bhatt, W. J. Burfitt- 
Williams, J. T. Dunn (otolaryngology), J. Fairgrieve, M. H. 
Gough, L. R. H. Gracey, R. L. Gupta, C. A. Holborow, L. 
Klenerman, K. W. Mills, J. G. Power, S. C. Simmons, A. R. 
Trist, R. D. Weeks, J. Winstanley (ophthalmology), A. G. Amias, 
R. C. Baillie, J. M. Beith, B. R. A. Binnewald, S. A. R. Gardezi, 
A. N. Griffith (otolaryngology), H. M. Hadley, T. M. Hannigan, 
I. M. Irving, G. Lautré, K. C. Mittal, J. W. Monaro, M. Y. 
Rai, W. H. Raynham, J. B. M. Roberts, H. B. Ross, J. H. Steyn, 
E. C. Watson, Y. N. Agrawal, J. M. Bremner, C. G. Clark, 
H. V. Crock, P. A. Harbison, J. D. Hughes, R. G. Kay, T. T. 
King, S. Mukerjee, A. S. Parikh, R. Tym, D. B. M. Williams, 
Cass, A. D’A. Pelly, P. M. Segelov 

Asian "Flu Vaccines.-Vaccines against Asian influenza 
are now stated to be generally available in Britain on pre- 
scription. Messrs. Parke, Davis and Company announce 
that they are distributing influenza virus A (Asian) vaccine 
prepared at the Wright-Fleming Institute of Microbiology 
(St. Mary's Hospital Medical School), and Glaxo Labora- 
tories Ltd. are distributing their own “Glaxo” Asian 
influenza vaccine. We summarized present experience with 
influenza vaccines in an annotation last week (Journal, 
December 21, p. 1482). 


Van Meter Prize—The American Goiter Association 
again offers the Van Meter Prize Award of $300 and two 
honourable mentions for the best essays on original work 
on problems related to the thyroid gland. Essays may cover 
either clinical or research investigations, should not exceed 
3,000 words in length, and must be presented in English. 
Duplicate typewritten copies, double spaced, should be sent 
to Dr. Joun C. McCuiintock, 149}, Washington Avenue, 
Albany, 10, New York, not later than February |. 

Medical Auxiliaries—Recognition was granted by the 
Board of Registration during 1956-7 to the Society of 
Audiology Technicians and the Institute of Technicians in 
Venereology, it is stated in the Board’s annual report. 
During the year registers of orthoptists, operating theatre 
technicians, and dispensing opticians were published. 
Further information about the Board’s work is obiainable 
from the registrar, Board of Registration of Medical 
Auxiliaries, Tavistock House (North), Tavistock Square, 
London, W.C.1. 

Unmarried Mothers.—The National Council for the Un- 
married Mother and her Child asks to be kept informed of 
any research on unmarried mothers and their children. 
Details should be sent to the general secretary, 21, Coram 
Street, London, W.C.1. The intention is to compile a 
research register. 


COMING EVENTS 


Institute of Diseases of the Chest.—Clinical demonstra- 
tions, open to medical practitioners without fee, will be held 
at the Institute (in the grounds of the Brompton Hospital. 
Fulham Road, London, S.W.3) on Fridays at 5 p.m. from 
January 3 to March 21. 


West German Medical Association.—International post- 
graduate medical courses on the “ rend cate in daily 
practice ~ at Davos, Switzerland, March 10-22, and at Bad 
Gastein, Austria, March 9-22. Details Pathe Kongressbiiro 
der Bundesiirztekammer, ._1, Haedenkampstrasse, K6lIn- 
Lindenthal. 


SOCIETIES AND LECTURES 


A tee is charged or a ticket is required for attending lectures marked @ 
Application should be made first to the institution concerned 


Wednesday, January 1 
INSTITUTE OF LARYNGOLOGY AND OTOLOGY 5.30 p.m., Dr. |. Friedmann, 
Dr. D. A. Osborn, and Dr. S. Epstein: clinico-pathological conterence 


Thursday, January 2 
Rovat Eve Hosprrat.—‘.15 p.m... Dr. T. H. Whittington: Ophthalmic 
Prisms and Their Use in Refraction Work 


Friday, January 3 

INSTITUTE OF LARYNGOLOGY AND OToLoGy.—-5.30 Mr. A. Radcliffe 
Tracheotomy and its Medical Implications. 

Royal Soctery or Gtiascow.—At Royal Faculty of 
Physicians and Surgeons of Glasgow, 8.30 p.m., Dr. Gavin C. Arneil 
Bright's Disease in Childhood 


Saturday, January 4 

MIDLAND THoracic Soctery.-At Birmingham Chest Clinic. subject: 
Probiems Arising out of Drug Resistance. Papers by Dr. J. Aspin, Dr 
D. J. O'Brien, and Dr. H. E. Thomas 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 
On December 10, 1957, at Queen Charlotte’s Hospital, to 
Margaret (formerly Macpherson), M.B., B.S., wife of John Billingham, 
a son—Robert Iain Colin 
Martia.—-On December 10, 1957, at 9, King Street, Chester. to Rosemary 
(formerly Bolam), M.B., Ch.B.. and Geoffrey Martin, MB. BS. a 
daughter 
Watson.—On December 11, 1957, in Port of Spain, ~~ BW.1., to 


Margaret (formerly Brockichank), wife of H n Watson, 
F.R.C.S.Ed., of Tobago, BW.1.. a daughter 
DEATHS 


Clifford.—-On November 30, 1957. in hopital, Vernon John Philip ¢ «d. 
L.R.C.P.&S.1, & L.M., late of Grosvenor Serect, London, W., and tarn- 
ham, Surrey 

Grimwade.—-On November 29, 1957. at Melbourne, Australia, Sidney 
Wilfred Grimwade, O0.B.E.. M.B., F.R.C.S.Ed.. Surgeon Captain, R.N 
retired, of 237, New Church Road, Hove, Sussex 

O’Driscoll.—On December 2, 1957. in a nursing-home. Timothy More 
O'Driscoll, L.R.C.P.&S.Ed., L.R.F.P.S., formerly of Lioyd Street, Man- 
chester, aged 86 
allace.—-On October 18, 1957, Hugh Archibald Wallace, MB. BS., 
of 148, Roker Avenue. Sunderland, Co. Durham. 
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Any Questions ? 


We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
submitted, 


Steroid Therapy in the Elderly 


Q.--Are there any specific contraindications to giving 
drugs such as cortisone or prednisone to elderly patients ? 
I understand there is a special risk of fracture. 


A.--In old age the bones ordinarily tend to become osteo- 
porotic, and this occurs at a much earlier age in patients 
with rheumatoid arthritis, as it is also one of the earliest 
manifestations of that condition. Thinning of the bone 
cortex naturally increases its liability to fracture. and it is 
thought that in some cases steroid therapy, by virtue of its 
proteolytic action, reinforces this tendency. A considerable 
body of opinion holds, however, that many of the fractures 
reported as occurring in the early stages of steroid therapy 
are not due to this, but to the suddenly improved function 
of previously stiff joints exposing the bones to unaccustomed 
stresses and strains, more particularly in the case of weight- 
bearing bones. There are no other complications of steroid 
therapy peculiar to old age. 

Women in the post-menopausal phase may have a special 
liability to develop osteoporosis whilst on steroid therapy, 
so that regular observation is important in such cases, and 
minima! dosage must be employed. 


Zinc Ionization for Hay Fever 


Q.—What is the rationale and value of zinc ionization in 
the treatment of hav fever? 


A.--The effect of zinc ionization is to produce an acute 
inflammatory reaction of the nasal mucous membrane, but 
once the exudate has disappeared the mucosa becomes dry 
and its secretions scanty ; thereafter it returns only slowly to 
its previous condition. It has been suggested that during the 
period of relief following ionization allergic reactions may 
take place but not to a degree sufficient to produce symp- 
toms. Whether or not metallic zinc penetrates the tissues has 
been the subject of controversy. 

Hansel' has found that patients responding satisfactorily 
are those who show a low degree of sensitivity with a 
negative or borderline skin reaction, and that the results in 
those with clearly positive skin reactions and a high degree 
of sensitivity are, in general, very unsatisfactory. The pres- 
ence of infection is a contraindication to ionization, for 
there is a risk of producing an acute sinusitis. 

This method of treatment had a wave of popularity which 
reached its peak in the early 1930's. 

REFERENCE 
Hansel. F. K., Clinical Allergy. 1953. Henry Kimpton, London. 


. Endogenous Adrenaline in Asthma 


Q.—Adrenaline undoubtedly relieves many acute attacks 
of asthma. Why at the height of an attack do not an asth- 
matic’s own adrenals secrete enough adrenaline to relieve 
him ? 


A, -Animal experiments which led to the knowledge that 
under certain conditions of stress the adrenal medulla secretes 
adrenaline depended on the denervated heart as an indicator. 
In animals whose hearts had been denervated stresses such 
as fright or rage caused a tachycardia, but if the adrenals had 
been removed beforehand this did not occur. In man it is 
more difficult. to assess the functioning of the adrenal 
medulla, and only recently has it been possible to measure 
blood levels of adrenaline and noradrenaline. 
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It is known that anger or excitement will sometimes relieve 
attacks of asthma, presumably owing to strong stimulation 
of, and an adequate response by, the adrenals. It is also 
known that, if asthmatics become overtired and over- 
worried, attacks tend to be more frequent, and it is possible 
that under these conditions the adrenals (both medulla and 
cortex) have become exhausted. Clinically, although very 
helpful in many attacks of asthma, adrenaline often does not 
give complete relief even if given in maximum therapeutic 
doses, while in many cases of status asthmaticus adrenaline is 
quite ineffective. The beneficial effects of cortisone and 
corticotrophin in such cases are now well established. Thus, 
the relief of mild attacks of asthma may indeed be the 
responsibility of the adrenal medulla, but to suggest that this 
is the only mechanism is an oversimplification. Clinicians, 
however, agree that attention to the general health of the 
asthmatic is of considerable importance, and this may be 
the best way of enabling the patient’s adrenals to secrete 
that extra adrenaline. 


Radioiodine in Milk 


Q.——What ill effects in infants, children, and adults might 
result from the ingestion of milk contaminated by radio- 
active iodine ? 

A.-—Radioactive iodine is concentrated in the thyroid 
gland ; hence its therapeutic use in thyroid disorders. The 
gland of the adult is relatively resistant to radiation, so 
that doses of several thousands of rads are needed to de- 
press function. On the other hand the glands of infants are 
thought to be much more sensitive, since irradiation of this 
area with x or y rays to doses of 200 r and upwards has 
led to an increased incidence of carcinoma of the thyroid. 

Following the Windscale incident on October 10, the 
maximum permitted activity in milk of '*'I (with an average 
life of 11.5 days and average energy of 8 rays of 0.2 Mev) 
was set as 0.1 «c/litre. A child drinking | litre of milk a 
day would imbibe 1.15 »c, of which about one-third might 
concentrate in the thyroid of mass perhaps 2 g. Since the 
intake is spread over a long time the dose D will be fairly 
uinformly distributed and 

1.15 3.7 10° x 8.64 10° 2 
x 
= 20 rads or about 10% of the minimal toxic dose. How- 
ever, such calculations are far from precise, and hence the 
need for caution. 


Omitted Booster Inoculations 


Q.—A girl aged 10 was inoculated against diphiheria and 
pertussis at the age of about 1 year, but she did not have 
the usual booster doses when starting school. What is now 
the best way of vrotecting her against tetanus and giving her 
the booster doses against whooping-cough and diphtheria ? 


A.—-In view of the child’s age and previous history of 
inoculations, the three infections mentioned are considered 
separately. This is not a case for the use of a combined 
prophylactic, and problems of interference with immune 
responses do not arise. 

Whooping-cough vaccination at the age of 10 is probably 
not worth while as at that age the disease is much less 
severe than in early life. Moreover, some severe reactions 
to the vaccine have been reported in older children. 

For diphtheria a Schick test should be performed in the 
first instance, as at 10 the child may be a negative reactor 
and not require a boosting dose of diphtheria prophylactic 
If the child is positive, the presence or absence of a reaction 
to the Schick control should be noted as a guide to the like- 
lihood of some reaction after an injection of prophylactic. 
Pronounced pseudo-reactors usually have large amounts of 
diphtheria antitoxin in their serum and do not require furthe: 
immunization. If they are inoculated, very sore atms may 
result. Positive reactors without any “ pseudo” element can 
be further immunized with any currently available diph- 


theria prophylactic. 
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Tetanus toxoid is probably the most important antigen for 
this girl at the present time. She should be given three doses 
of 1 ml., the first and second being spaced by 6 to 12 weeks, 
and the second and third by 6 to 12 months, A record card 
of all injections should be kept in a safe place, as in the 
event of a mishap it will be required at short notice by 
either the hospital or the fam ly doctor. 

With regard to the order of the injections, perhaps the first 
two doses of tetanus toxoid should be given first, followed 
one month later by the boosting dose of diphtheria prophy- 
lactic if the Schick reading shows that this injection is 
necessary. 


Pain in Motor Neurone Disease 


Q.—A patient with progressive muscular atrophy is often 
woken after a couple of hours’ sleep by pain in one or both 
calves. Is this a recognized accompaniment of the con- 
dition or should some other cause be sought ? 


A. Painful cramps and dysaesthesiae in the limbs often 
occur in motor neurone disease (progressive muscular 
atrophy). Pain is not otherwise a manifestation of the condi- 
tion. The cause is likely to be muscle spasm or cramp. 
This might be relieved by the oral administration of procaine 
amide, 250 mg. nightly. 


Focal Attacks of Numbness 


Q.--An otherwise fit and mentally well-balanced young 
man of 21 years complains that for the past three years he 
has had attacks of numbness in his left arm, shoulder, and 
head. The attacks occur about once every two months. 
The numbness starts in the fingers of the left hand and 
fairly rapidly passes up the arm to the shoulder and includes 
the left side of the head, scalp, and tongue. After about 
20 minutes, sensation returns at first proximally and then 
passes down to the hand. Diminished sensation remains in 
the finger tips for a few days. He states there is no loss 
of power. One aunt suffers from migraine. I have seen him 
on one occasion about five days after an attack. Sensation 
was then normal, and the only possible abnormal physical 
sign was absence of any movement in the left hallux when 
eliciting plantar response. What is the probable cause of 
this syndrome ? 


A.—This patient is suffering from attacks of migraine, 
which may be the result of a relatively benign organic dis- 
turbance in the right parietal area ; this possibility could be 
demonstrated or excluded by carotid arteriography, Attacks 
of this sort are difficult to treat in the absence of a local 
cause because the patient does not have headaches and 
therefore the vasoconstrictors used for migraine will not 
be beneficial. This being so, it would be wise to admit this 
patient for investigation in a neurological unit. 


Drugs to Improve Athletic Performance 
Q.— Does the use of drugs improve athletic performance ? 


A.-—-Several chemical compounds have been thought to 
improve athletic performance. The ingestion of alkalis 
was suggested both on theoretical grounds and as a result 
of an observation that the performance of-endurance running 
was improved. This finding was obtained, however, in un- 
trained subjects without the emotional stress of actual com- 
petition, and Johnson and Black’ were unable to show an 
improvement of competitive performance following ingestion 
of alkalis by trained athletes. 

Cocaine obtained from the leaves of Erythroxylin coca 
has been used for centuries by the natives of Peru and 
Bolivia to increase endurance. This probably results from 
a central stimulant action whereby the sense of fatigue is 
lessened and the capacity for work is increased. Side-effects 
such as garrulity, restlessness, and excitement may be 
dangerous. I know of no experiments with cocaine in 
relation to athletic performances. 
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Amphetamine has been studied as a part of war-time 
research projects. Cuthbertson and Knox’ showed that 
oral administration of 15 mg. amphetamine sulphate or 10 
mg. methylamphetamine hydrochloride increased their sub- 
jects’ capacity to sustain a given level of prolonged work on 
a bicycle ergometer. If deterioration had already set in, 
output rose within a half to one and a half hours, and the 
increase was usually maintained for one hour. They con- 
cluded that the wide individual variation in response with 
side-effects such as euphoria and lack of judgment precluded 
the indiscriminate use of these drugs, though in a given 
subject the effect could be predicted fairly accurately after 
a few triais. Their results are open to the criticism that the 
subjects were not fully trained athletes undergoing a com- 
petitive performance. 

Thus there is no adequate evidence of the beneficial effect 
of alkalis, cocaire, or amphetamine on the performance of 
the fully trained athlete. 

Rep oRences 


' Johason, W. R., and Black. D. H.. J. appl. Physiol., 1953. §, 
2 Cuthbertson, D. P., and Knox, J. A. C., J. Physiol. (Lond.), 1947, 106, 
42 


Prognosis in Hodgkin’s Disease 
Q.—-What is the prognosis for a case of Hodgkin's dis- 
ease receiving present-day treatment ? 


A.—The course is very variable, ranging from a few 
months to many years, certainly over ten years. A good 
working figure is to say that of the earlier cases some 40- 
50° will be alive at the fifth year, While of the total! cases 
betweeen 20-30% will be surviving. 


NOTES AND COMMENTS 


Dangers of Ultra-violet Light.—Dr. M. J. Purpy (Hamilton. 
New Zealand) ‘writes: As one who finds ultra-violet therapy 
useful in some dermatological lesions I am interested in your 
reply under “ Any Questions ? " (September 14, p. 653). As it 
has been shown that ultra-violet radiation penetrates the skin only 
a fraction of a millimetre, why is it so important that the patient 
wears goggles, provided the eyes are kept shut ? It can be most 
embarrassing for a patient to have to expose himself ‘o his 
fellows with a pair of pallid areas set in a tanned face. Similarly, 
is it really necessary for the operator to wear goggles if he is 
avoiding direct exposure to the lamp ? 

Our Expert replies: The skin of the eyelids is unduly sensitive 
to ultra-violet irradiation, since it is not normally exposed to the 
sun's rays. Thus keeping the eyes shut during irradiation with 
ultra-violet will protect the conjunctivae but is likely to result 
in red and oedematous eyelids. To avoid pale areas around the 
eyes, small pieces of cotton-wool retained by vaseline can be 
placed on the closed eyelids. It is unnecessary for the operator 
to wear goggles if direct exposure to the lamp is avoided. 


Collected Articles from the “ British Medical Journal ” 


The following books are available through booksellers or 
from the Publishing Manager, B.M.A. House. Prices, which 
include postage, are now the same for both inland and overseas. 

Emergencies in General Practice (26s. 9d.). 

Refresher Course for General Practitioners, Volumes 2 and 3 
(26s. 9d. each), 

Clinical Pathology in General Practice (22s. 34.). 

Any Questions ?, Volumes 2 and 3 (8s. 3d. each). 


All communications with regard to editorial business should be addressed 
to THE EDITOR, Batrish Mepicat Journal, B.M.A. House, Tavistock 
Sovare. Lonpon, W.C.1. EUSTON 4499. TeLecrams: 
Aitiology, Westcent, London. ORIGINAL ARTICLES AND LETTERS 
forwarded for publication are understood to be offered to the British 
Medical Journal alone unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Publishing 
Manager, B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors overseas should indicate on MSS. if reprints are required, as 
proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement Director. 
B.M.A. House, Tavistock Square, London, W.C.1 (hours 9 a.m. to 
5 p.m). EUSTON 4499. TeLeoraMs: Britmedads. 
Westcent, London. 

MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of 
the Association. Teternone: EUSTON 4499. TeLeGrams: Medisecra. 
Westcent, London. 

B.M.A. Scottrisn Orrice: 7, Drumsheugh Gardens, Edinburgh. 
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OCCUPATIONAL HEALTH COMMITTEE 


A meeting of the Occupational Health Committee was he! 
at B.M.A. House on December 11, Dr. H. ALEXANDER occu- 
pying the chair. 


Part-time Medical Officers of Industrial Rehabilitation 
Units 

The CHAIRMAN reported that the Council approved on 
November 6 the Committee's recommendation that the 
Treasury be urged to increase the remuneration of Medical 
Officers of Industrial Rehabilitation Units with effect from 
July 1, 1957, to bring it into line with the revised recom- 
mendations on remuneration of part-time Industrial Medical 
Officers approved by the A.R.M., 1957. The reply of the 
Treasury was now awaited, 


Industrial Managements and Medical Examinations 


The CHAIRMAN reported that the Council on November 6 
accepted the view of the Committee that it would be inap- 
propriate to support a medical officer of British Railways in 
making representations to the British Transport Commission 
against the agreement between the Commission and the 
trade unions which made it obligatory for a medical officer 
to accept the presence of a “ lay person” at a colour vision 
retest. Since then, however, at the request of the medical 
officer concerned, a meeting had been held from which there 
emerged a proposal for a conference consisting of members 
of the Committee, observers from the Ethical Committee, 
the doctor in question, other regional medical officers, and 
possibly observers from the aviation and shipping industries. 

Dr. G. E. Graves Peirce said that he had never ex- 
perienced any difficulty over a long period of years with 
regard to having a “ friend present at colour vision retests. 
After prolonged discussion, on the motion of Dr. L. G. 
Norman, seconded by Professor I. G. Davies, the Com- 
mittee reaffirmed its view and decided not to request the 
Council to take any further action. 


Medical Supervision. of First-aid Services 


Dr. R. A. Gorpon SmirH reported that the planning 
subcommittee had further discussed an earlier recommenda- 
tion that the Ministry of Labour and National Service be 
informed that, in the Committee’s view, the organization 
and control of first-aid services within a factory should be 
under the direct supervision of a registered medicak prac- 
titioner, and had agreed to delete the word “ direct.” 

Dr. R. Pirer, who had been invited to attend the meeting, 
said he was interested in the word “direct” and what it 
meant. Dr. F. H. Tyrer suggested that the recommendation 
was impracticable and utopian, The CHAIRMAN said it was 


appreciated that it would be difficult to implement, but it 
was rather an expression of principle. Dr. NorMAn agreed 
that it was impracticable, but suggested that it should still 
be an aim. Dr. Piper said that in view of investigations 
having shown an-appalling lack of first-aid services, poli- 
ticians would become interested very soon and would en- 
force some form of first-aid services in factories. If no 
action were taken by the Committee it would go by de- 
fault. Professor I. G, Davies said that however impractic- 
able the recommendation might be so far as implementation 
was concerned, it was an expression of faith. 

Dr. J. RoGAN moved by way of amendment that the 
Committee appreciated the difficulties of implementing the 
recommendation at an early date, but the attention of those 
concerned was drawn to the resources of the medical staffs 
of the Ministry of Labour and National Service and the 
existing industrial medical services. 

The amendment was agreed to. 


Co-option and Representation 


The question of the procedure for co-opting members for 
future sessions was further considered, and it was agreed to 
refer the matter to the Organization Committee. The 
CHAIRMAN reported that Dr. R. S. F. Schilling had indicated 
that he was unable to accept the Committee's invitation to 
serve as its deputy representative on the Public Health Com- 
mittee. Dr. Peter Edwards was appointed in his place, 


Conference of Advisory Councils 


The CHAIRMAN reported that Mr. L. C. White, of Brighton, 
had accepted the invitation to take the chair at the 1958 
conference of advisory councils on occupational health. 
The principal subject of the conference was to be “ Op- 
timum Mental Health as a Factor in the Achievement ‘of 
a High Standard of Happiness and Productivity in Industry,” 
and, having considered the appropriate government depart- 
ments and other bodies to be invited to send observers to 
the Conference, the Committee appointed Mr. L. C. White. 
Dr. H. Alexander, and Dr. J. A. L. Vaughan Jones, mem- 
bers of the agenda committee, for the conference. 


Occupational Health Research 


Following a resolution of the previous meeting of the 
Committee, the CHAIRMAN said that the Chief Medical Offi- 
cer of the Ministry of Pensions and National Insurance 
and the Senior Medical Inspector of Factories were asked 
whether there had been any developments in connexion with 
the work of the two Interdepartmental Co-ordinating Com- 
mittees about which the Lord President of the Council in- 
formed the Association in June, 1956. Replies had been 
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received from the Ministry of Pensions and Nationa! Insur- 
ance and from the Ministry of Labour and National Service, 
either of which, suggested Dr. C. H. Wuirrie, added very 
much to that already known, and it was agreed that some 
further specific information should be sought. 


Mackenzie Industrial Health Lecture, 1958 

An invitation from the Science Committee to nominate 
a lecturer to give the Mackenzie Industrial Health Lecture, 
1958, was considered, and a name was sent forward. The 
CHAIRMAN reminded the Committee that in 1940 the Indus- 
trial Health Education Society, on its liquidation, transferred 
its surplus funds, amounting to £350, to the British Medical 
Association for the purpose of instituting a memorial lecture 
associated with the names of its founder, Mr. Mackenzie, 
on the relation of health to industry. The lecture was bi- 
ennial and was arranged to coincide with any industrial 
conference with an audience, lay and medical, who were 
personally interested in industrial medicine, or with the 
B.M.A. Annual Representative Mecting. 


Other Business 

The CHAIRMAN reported that a Private Member's Bill had 
been introduced to provide for securing the safety, health, 
and welfare of persons employed in offices, and for pur- 
poses connected therewith. It was read the first time on 
November 20 and was awaiting printing. It would be 
read a second time on January 24, 1958. 

Other matters before the Committee included the Agfti- 
culture (Safety, Health and Welfare Provisions) Act, 1956, 
first-aid leaflet, N.O.T.B. clinics at industrial concerns, the 
terms and conditions of service of medical officers of the 
National Dock Labour Board, and the Factories (lonizing 
Radiations) Special Regulations 


FORENSIC MEDICINE 


The Forensic Medicine Subcommittee of the B.M.A.’s 
Private Practice Committee at its meeting on December 2 
appointed Dr. R. D. Teare chairman for the session. In his 
unavoidable absence Dr. R. Forses was elected to the chair 
for the meeting. 
Mileage Allowance 

The Committee had before it a draft rule from the Home 
Office designed to give effect to the arrangement agreed 
between the B.M.A., the Local Authority Associations, and 
the Home Office that provision should be made in the 
Coroners (Fees and Allowances) Rules for the payment of a 
travelling allowance at a rate of Is. per mile outside a radius 
of two miles to practitioners undertaking post-mortem 
examinations for coroners. It was decided to recommend 
acceptance of the terms of the draft rule, which would give 
power to local authorities to pay these mileage fees, with 
slight amendment of the two-mile radivs provision to allow 
for occasions when a pathologist performed a series of 
neqopsies for the coroner at different mortuaries. 


“ Twenty-four Hour Rule” 

Information had been received from a B.M.A. Division 
that a local coroner had agreed to adopt the procedure out- 
lined in the current edition. of Jervis on Coroners’ in 
preference to the “24-hour rule.” It was agreed by the 
Committee that when hospital authorities understood and 
complied with the coroner's wish that certain deaths. 
whether occurring within 24 hours of admission or not, 
should be reported to him direct, there seemed to be no 
purpose in reporting cases merely because death had 
occurred within that period. The Committee felt it should 
be appreciated that the 24-hour rule, though it had been 
in vogue in many areas for a considerable number of years. 

' Purchase, W. B., and Wollaston, H. W., Jervis on the Office 
and Duties of Coroners with Forms and Precedents, 1957. 
London 
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was purely a convention and had no legal sanction. The 
Committee agreed that a death should be reported to the 
coroner and no necropsy made without his permission in 
the following cases. (1) Sudden deaths. (2) Deaths report- 
able to the coroner by statute. (3) Violent and unnatural 
deaths, including those associated with accident or mis- 
adventure ; alcoholism ; anaesthetics or surgical procedures ; 
drugs, including therapeutic preparations ; crime, including 
suspected criminal abortion ; industrial diseases ; pension- 
able disabilities ; poisoning; suicidal acts ; and stillbirths, 
when there may have been a possibility of the child being 
born alive. 


A number of other items were considered relating to fees 
for police calls in the Metropolitan area and in Wiltshire. 


CHEQUES ACT 


The Cheques Act, 1957, which came into force on October 
17, makes the endorsement of cheques unnecessary, and it 
establishes the paid cheque as prima facie evidence of pay- 
ment. Apart from a few exceptions, therefore, cheques 
need no longer be endorsed before paying them into the 
bank, and receipts need be sent only if specifically 
requested by the payer. The Chancellor of the Exchequer 
said in the House of Commons on November 12 that the 
Inland Revenue would accept an unendorsed paid cheque as 
evidence of payment when accompanied by the invoice or 
unreceipted account to which it referred. Invoices and 
accounts rendered should therefore be kept in future, and 
not returned with the cheque in payment, as has been the 
custom. 

The Council of the Association has decided to make a 
considerable saving in expenses by not sending receipts in 
future unless they are requested by members at the time of 
making payment or afterwards. 


ORGANIZATION 


The Annual Conference of Honorary Secretaries of Branches 
and Divisions will be held at B.M.A House, London, on the 
morning and afternoon of May 9. The Annual Conference 
of Regional Officers will be held on May 8, and officers will 
attend the secretaries’ conference the following day as 
observers. 
The Young Practitioner 

It is reported that the Winchester Division has surmounted 
the difficulty of getting in touch with students and newly 
qualified practitioners in the area by arranging with hospital 
secretaries and the clerk of the executive council for the 
Division secretary to be informed periodically of the names 
of all incoming housemen and newly qualified practitioners. 
The latter are encouraged to attend Division meetings. 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 
Metropolitan Borough Councils.—Fulham. 
Non-County Borough Councils.—Crewe. 


Dr. A. H. Rankin has recently retired after nearly 16 years’ 
service as honorary secretary of the Chesterfield Division of the 
B.M.A, At a dinner-dance held at the Station Hotel, Chesterfield, 
on November 6 he was presented with a standard lamp and shade 
and books. In making the presentation, the chairman, Dr. J. M 
Ridyard, complimented Dr. Rankin on his long service as honor- 
ary secretary and on his many other services to the practitioners 
of the district by his work on committees. 


Other Business 

J 
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MEDICAL WAR RELIEF FUND 


SEVENTEENTH ANNUAL REPORT 


The Committee of the Medical War Relief Fund, at a 
meeting at B.M.A. House on October 10, received and 
approved a report prepared by the Distribution Sub- 
committee on its work during the 12 months until August 
31, 1957. 

Seven educational grants, amounting to £520, and seven 
maintenance grants totalling £382, had been made. In 
addition, six special gifts, amounting to £140, were approved. 
Satisfactory reports have been received on the progress of 
all the children helped. One boy has completed his medical 
training during the year. A girl has matriculated and is now 
taking a university arts course, and a boy has won a State 
scholarship to Cambridge University. The fact that seven 
awards were made for education, as compared with fifteen 
for the year 1955-6. shows how the work of the Fund is 
decreasing. It is anticipated that the present available funds 
will enable the seven children now being helped to complete 
their education. 

The Committee wishes to express its gratitude to the 
benevolent funds for their helpful guidance and co-operation 
and to Messis. Price, Waterhouse and Co. for the continued 
assistance they have given as Honorary Auditors. 

The audited statement of accounts for the year ended 
August 31, 1957, is appended to this report. 

S. Wanb, Chairman. 


ACCOUNT—AUGUST 31, 1957 
Accumulated 
Totals to 


STATEMENT OF 


Accumulated Transactions 
Totalsto of Year ended 


August 31, August 31, August 31, 
1956 1987 1987 
Income £ s. d. £ s. d £ s. d 
Donations received 84,643 4 11 84.643 411 
Interest on investments 7,501 14 10 % 2 0 7,599 16 10 


Total Income 0 £92,243 1 9 


£92,144 19 9 £98 2 


Expenditure 
Loans, less repayments and 
amounts converted intogifis 11,175 0 0(8,440 0 0) 2,735 0 0 
Jifts 72,018 0 6 9134 1S 3 1S 9 
Total Awards 83,193 0 6 694 15 3 83,887 15 9 
Administration expenses 2,989 7 6 718 0 2,997 5 6 
Losses on realization of in- 
vestments 76116 S$ 32 9 6 1,154 S11 


Total Expenditure 86.944 4 5 1,095 2 9 88039 7 2 
Surplus (subject te depreciation 
in value of investments): 
Balance at August 31. 1956 
Excess of expenditure over 
income for the year 
Balance at August 31, 1957 


15 4 


(997 0 
4.203 14 7 
£92,144 19 9 £98 2 © £92,243 1 9 


Notts: 


1. The surplus of £4,203 14s. 7d. at August 31, 1957. was represented by: 
Investments at book value at August & 6. 6 & &. 

31, 1986 4.985 18 9 

Less: Sold during year 1,994 7 6 


(Market value at August 31, 1957— £2,460) 
Balance at bank 


2. At August 31, 1957, gifts amounting to £1,537 had been approved for 
future payment over a period of years 
Report by the Honorary Auditors.—We have examined ihe above statement 
with the books and records of the Fund and have found it to be in accordance 
therewith. We have not obtained inderendent confirmation of the balances 
of loans outstanding amounting in total at August 31, 1957, to £2,735. 
3, Frederick's Place. Prick Waternouse & Co., 
Old Jewry, London, E.C.2. Chartered Accountants. 
November 26, 1957 


A reciprocal social security agreement between the United 
Kingdom and Israel, covering cash benefits for old age, widow- 
hood, orphanhood, maternity, and industrial injury, came into 
force on November 1. Under the agreement, insurance contribu- 
tions in either country can be added together to qualify for 
benefit, and those entitled to a British maternity grant or in- 
dustrial injury benefit can receive medical treatment in Israel 
under the same conditions as Israeli beneficiaries. 
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ST. MARYLEBONE PARKING METER 
SCHEME 

Doctors gave evidence when the public inquiry (see Supple- 
ment, December 14, p. 202) before the Ministry of Trans- 
port and Civil Aviation Inspector, Sir REGINALD SHARPE, 
Q.C., into St. Marylebone Borough Council's parking meter 
scheme was resumed at St. Marylebone Town Hall on 
December 16. The council has asked the Minister to ban 
parking in an area bounded by Oxford Street, Edgware 
Road, George Street, and Marylebone Road, except at 
parking places, where a charge would be made; it is pro- 
posed that the money should be collected by parking meters. 
The only exceptions would be vehicles loading and un- 
loading, which would be able to wait without charge, except 
at intersections. 


Car Absolutely Essential 


Dr. ANNis GILLIE, answering Mr. W. B. Harris, counsel 
instructed on behalf of the B.M.A., said she lived in Con- 
naught Square, London. She said she had a mews garage, 
but she did not use it because she might not be able to get 
out, and she preferred to use a service garage across the 
road. Mr. Harris pointed out that there were two prob- 
lems: What was a doctor to do living in the area ? ; and What 
was a doctor to do coming into the area~-where was he to 
put his car? Dr. Gillie told Mr. Harris that the area of her 
practice, in the main, was in the potential controlled zone. 
“ At present do you find it possible to park outside your 
house or near it?” Mr. Harris asked. She replied: “* Out- 
side the house it is extremely difficult. Cars are always 
parked outside my house, and I park in the third rank.” 
Mr. Harris: “Is it necessary for a doctor to have a car 
readily available for use?” Dr. Gillie: “ Absolutely 
essential.” 

Asked how often she had cases of emergencies per week 
requiring immediate attention, Dr. Gillie said on an aver- 
age three, apart from midwifery cases. She had had 
to take steps to limit her practice in one area of Westminster 
because it was quite impossible to be sure of finding a place 
for a car. Not infrequently she was rung up by clubs and 
hotels to come and see a patient as a matter of urgency. 
Asked if she had tried using taxis, Dr. Gillie said that this 
was very unsatisfactory in the middle of the day ; on occa- 
sions she had had to wait for 20 minutes when she rang up 
for a taxi. She did not think it would be possible to carry 
on practice under the proposed order which would provide 
paid parking places and streets where parking would be pro- 
hibited. Asked about the B.M.A.’s suggested scheme that 
doctors should apply to the Ministry of Health to become 
“essential persons’ who would have dispensation to park 
free in the parking bays and park in no-waiting streets 
when on duty, Dr. Gillie said: “I think it would be work- 
able and practical, and I think it is absolutely essential.” 
Without this dispensation the public were going to suffer. 
The cost of payments for parking in the parking bays and 
the fines of £5 for the first day and £10 for the second day 
would be formidable, and then it would be necessary for 
a doctor to keep there longer than the scheduled time. Dr. 
Gillie told Mr. Harris that it would be impossible for a 
doctor to pass on any extra financial burden to the National 

ealth Service patient. 

Finally, Mr. Harris asked : “ To sum up, is it necessary, 
if this scheme goes through, that doctors be permitted when 
‘on the job’ to park without let or hindrance in the parking 
bays, and secondly to park in the no-waiting streets?" Dr. 
Gillie : “TI think it is absolutely essential if the patients’ 
interests are to be covered.” 

Answering Mr. Lestit G. SCARMAN, Q.C., cross-examining 
for St. Marylebone Borough Council, Dr. Gillie agreed that 
the problems of doctors had to be considered against the 
problems of other road users—bearing in mind that doctors 
did contract to go to patients, and that there could be an 
inquiry on complaint from any patient. At the conclusion 
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of Dr, Gillie’s evidence, the INSPECTOR commented : “ It is 
quite clear to me what the answer is.” 


Visiting Impossible 

Dr. T. E. JouNson, a general practitioner of George 
Street, Marylebone, one of the individual objectors to the 
scheme, gave evidence. Asked by Mr. Harris if the scheme 
came into force would it be possible for him to carry on 
his practice, Dr. Johnson replied: “I think it would be 
almost impossible to cope with visits.” He had on occasion 
tried to use taxis, but had given up, for it meant standing on 
the corner competing with the porters from two or three 
hotels; it was sometimes a quarter of an hour before he 
could get a taxi. About the B.M.A. suggestion he said: “I 
think it is essential.” 

Mr. SCARMAN, cross-examining, asked Dr. Johnson : “ Is 
it really—if this order comes—going to make your practice 
more difficult than it is to-day ?" Dr. Johnson replied that, 
apart from having to pay —which would be very expensive 
his fear was that possibly in the morning at a quarter to nine, 
and certainly at other times of the day, he would not be 
able to get a space to park. There would be such a reduc- 
tion in the number of cars allowed to park that one would 
not be able to get in. The Inspector asked for information 
on whether the B.M.A. had been invited to give evidence 
before the committees on London traffic problems which 
reported in 1951, 1953, and 1956. “I am very concerned,” 
he said. “Iam not at all sure a number of interests repre- 
sented here to-day have ever had an opportunity of stating 
their case.” 

The inquiry adjourned until December 20, when the 
B.M.A.’s case was continued. 


Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Remuneration Claim 


Sirn,-Dr. Robert Ritchie (Supplement, December 7, 
p. 190) expresses views held by thousands of practitioners 
at the present time. “ When in trouble, blame the leaders ~ 
may be a fair enough rule in normal circumstances, but does 
it apply in our case ? We had a strong lead early this year, 
and what did we get ? Poorly attended meetings, inadequate 
interest by general practitioners, and lethargic indifference 
by the majority of consultants. In fact, the 40,000 doc- 
tors involved in the dispute had dozens of different points 
of view. The original recommendations of the B.M.A.'s 
Council failed to suit the majority, and most of us went off 
in a sulk and elected to take no further part in the pro- 
ceedings. In these circumstances those few of us who did 
attend the Divisional meetings were wasting our time ; any 
policy decisions involving positive action made at such meet- 
ings would inevitably be ignored by the vast majority who 
had quit the fight. Little wonder, then, that Council, after 
a hearty push by Sir Russell Brain and Co., divided, 
admittedly far too hurriedly, on the question of the with- 
drawal plan and the Royal Commission. The Representa- 
tive Body on June 1 did the rest and murdered Spens once 
and for all. As events turned out, a little more threat (and 
bluff if you like) might well have given us arbitration at 
least, as throughout the summer the Government was con- 
tinuing to hand out many millions to other State employees, 
including the Member of Parliament himself. 

It may be dignified, as Dr. Ritchie suggests, to wash our 
hands of any methods that remotely suggest trade unionism, 
and instead to present a reasoned case to the Minister with- 
out any threats up our sleeve, so to speak. But can we 
believe that any reward would follow ? Quite obviously 
any reasoned case we put forward can be torn to shreds by 
anyone earning his living in ways other than by the practice 
of medicine. Whatever the Royal Commission may ulti- 
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mately say, there are many powerful arguments against our 
case, and here are just a few: (1) The law of supply and 
demand is against us, a law supported so vigorously by 
the Representative Body with its Newcastle resolution on 
radiographers. In spite of our apparent impending decline. 
more and more young people want to practise medicine at 
the very time the Willink Committee recommends a 10° 
reduction in student intake. (2) Any British Government in 
the next few years will prefer to acquire a British sputnik 
(or intercontinental ballistic missile) than a contented medi- 
cal profession. (3) A physics master in a State grammar 
school is now more vitally important to the State than any 
doctor or surgeon. (4) The redistribution of incomes, as 
a result of the post-war social revolution, could not hit the 
medical profession so long as the profession was protected 
by Spens: Spens having been voluntarily buried by the 
Representative Body on June 1, there is no good reason 
now why the blow should not be struck. (5) The practice 
of medicine is a noble thing. It is possible to be noble and 
dignified, though poor. 

Most of us prefer to keep our dignity, but not at the 
expense of becoming poor, and if we intend to maintain 
our present position it is probable that we shall have to dig 
out the withdrawal plans again, Regrettably, Dr. Ritchie 
and thousands of others like him hold views that strongly 
suggest we shall be quarrelling angrily amongst ourselves 
again next summer ; if this proves to be the case we shall 
indeed thoroughly deserve a steady decline in our fortunes 
from now on. One can only hope that enough of us will see 
clearly the need to accept policy recommendations of our 
leaders should the Government throw up its usual concrete 
wall after the Commission has spoken. In the meantime the 
Council might well do something about the defence trusts. 
Surely we should be collecting money right now in prepara- 
tion for the coming struggle. 1 believe less than 20% of 
consultants have ever contributed to the Hospital and Medi- 
cal Staffs Defence Trust. This is an absolute disgrace, and 
publication of the names of those consultants who have 
made any sort of contribution would not be a bad thing 
in present circumstances. If we can't be bothered to swell 
our fighting fund how can we believe the profession seriously 
intends to renew the fight at a later date ?—I am, etc., 


Hull. K. W. BEeTHAM. 


Sir,—In sorrow equally with anger I decided some while 
ago that it was futile to attempt through your columns to 
make any impression on the sluggish apathy into which the 
profession, for once almost united, seems to be cast. My 
disgust has, however, mounted so much in recent months 
that I must claim your indulgence once more, if only to 
relieve my pent-up feelings. There can hardly be a member 
of the profession now who is not in possession of the basic 
facts. On the one hand, repeated breaking of its word by 
one Government after another ; latterly, with the arbitrary 
setting up of a Royal Commission, who, we were told by 
the Prime Minister, will be fully aware of the financiai 
state of the country, and the contemptuously thrown 5% 
increase on net income to general practitioners—all in direct 
variance with written agreement. On the other hand, the 
slavish adherence by the profession to its terms of service— 
what a revolting phrase. 

Surely it is obvious to us all that, without show of real 
force, we shall gradually fall behind every other member of 
the community, As a result our standards will gradually 
slip until the respect in which we and others held ourselves 
will vanish for all time. An arduous and exacting job will 
become merely a burdensome toil unrelieved by any satisfac- 
tion. May I say how much I appreciated the address by 
Sir Francis Walshe (Journal, December 7, p. 1361), and how, 
like him, I deplored the statement by the President of the 
Royal College of Physicians that the policy of the College 
was one of firm and constant co-operation with the Govern- 
ment of the day. The memory of the behaviour of other 
presidents of the Royal Colleges is too green and too painful 
for many of us to receive this statement with equanimity. 
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| am entirely in agreement with Dr. Robert Ritchie (Supple- 
nient, December 7, p. 190) in that our present negotiators 
should resign, but in other ways I am at variance with him. 


I still do, as always, most strongly advocate complete © 


withdrawal from the Service. The standard of living for 
_nearly all except ourselves has risen markedly, and if in the 
past the general public could pay for its doctors then it 
certainly can do so now. I know many patients who would 
willingly return to the older methods ; and what is paid for 
is appreciated and is used with reasonable economy and 
good sense. For those who cannot afford to pay, the profes- 
sion in the past has shown no lack of responsibility. As an 
immediate action I would advocate breaking off all relations 
with the Royal Commission, together with a public denial 
of our responsibility under the terms of service on the 
grounds that the Government has broken its own side of the 
bargain. Our own moral responsibility is and must be the 
criterion of our behaviour and actions. Finally, an orderly 
withdrawal from the Health Service, with every patient being 
a private patient unless the Government can organize some- 
thing equivalent to the old panel system for the lower in- 
come groups that is acceptable to the profession. I may be 
a voice crying in the wilderness, but I hope and firmly 
believe not the only one.—I am, etc., 
N. H. H. GoLiepnce. 


Axbridge, Somersct 


Sir,—Surely the time has now come when we should 
stop this farce of Royal Commissions and the like. The 
issue has clearly been prejudged when the Prime Minister 
states that the financial state of the country must be borne 
in mind. Our claim did not originate yesterday but really 
six years ago. No one but a congenital idiot would now 
believe that we can get anything like justice ‘as long as the 
Health Service is under political control. If it is the 
Government's intention to force us into a position where 
they are able to say “the doctors wrecked the Health Ser- 
vice by withdrawing.” then let them have the guts to say so. 
If we sincerely believe that we are being “ taken for a ride” 

and I think that we are—then let us have the guts to take 
positive steps. 

I for one am fed up with the talk of ethics. Is it more 
unethical to make a few of the public suffer a short, sharp 
bout of discomfort, while we force the issue, than it is to 
allow British medicine to deteriorate at an ever-increasing 
rate? We all know that the standards we accept now are 
lower than those pre-1948, and still going down. Evidence 
from the medical schools would seem to show that the 
deterioration can be expected to continue. 

Let us give up this “ vocational” thinking and adopt a 
little plain commercial common sense. I stated before the 
inception of the Health Service that it is easy to be ethical 
with a full pocket and difficult with an empty one. I see 
no reason to alter that opinion. In industry a man is paid 
according to various factors, of which I would list a few : 
(1) his knowledge and training, and/or (2) responsibility, 
and/or (3) hours of work, and/or (4) amount of work, 
(5) risks of the job, and/or (6) length of working life, and/or 
(7) ability to give advice to others. 1 would venture to 
suggest that, by these standards, we are being disgracefully 
paid. If the Royal Commission must have comparisons let 
them compare the lot of our brothers in North America 
or Russia where it would seem that the medical profession 
is rated more highly, and it is worth trying to be a better 
doctor than the next man. Let us once, and for ever, stop 
pretending that because we are in a profession we are not 
also in business. Business can also be ethical. I speak as 
a G.P., and would not dare to make suggestions for other 
fields, but I do think that if we force the issue then other 
branches will follow in benefit. I have every respect for 
the teaching profession and think that they, too, are under- 
paid, but I do not wish my remuneration to be related to 
theirs. By contract they average a 22-hour week throughout 
the year, but mine is a 24-hour day. 

What would I do? For preference { would scrap the 


present Service and institute a service where the patient 
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pays to see the doctor but drugs are free. Surely that is 
more logical than 3s. for a septic spot and 2s. for a 
pneumonia. I would not want the patient to suffer, and | 
cannot see that it is impossible for a scheme to be worked 
out on those principles. As long as it is cheaper to go to 
the doctor than to the chemist it is obvious that we are 
going to see too many trivial complaints. This is probably 
a pipe dream because of the political implications. I am 
cynical enough to believe that any increase we get will be 
niggardly. What then? We are to be paid for a 40-hour 
week. Let us do that week. All surgeries to finish by 5 
p.m. This will cause inconvenience without lack of facilities 
for treatment. It may also cost the nation more in loss of 
working hours than adequate pay for the doctor. May it 
not also teach the population to be more self-reliant in these 
days when the welfare State is looked upon as father, 
mother, and wet nurse ? 

I hope that I will not be accused of being mercenary— 
I am luckier than most-—but, having been brought up in a 
business household, | find it reasonable to expect a quality 
price for guality products. The Chairman of the Royal 
Comnussion should be able to appreciate that point. 
I am, etc., 


Walsall. J. M. Lees. 


Sirn,—May I comment on Dr. Robert Ritchie's letter 
(Supplement, December 7, p. 190)? While what he says 
is superficially undoubtedly true, it is, at the same time. a 
very unfair criticism of the members of the Council of the 
B.M.A. It is true that our, leaders have met with one 
defeat after another, but is this their fault? What they did 
not apparently appreciate at the outset was that the profes- 
sion was not prepared to fight the Ministry on the question 
of money alone. If the individual members of the Associa- 
tion are not prepared to attend meetings and state unequi- 
vocally what they want, how can the Council know where 
it stands? The Council knows full well, and this is our 
great weakness, that after the disgraceful debacle of 1913 
it can never be sure if it is leading a united force or a rabble 
which is likely to desert at any moment. Until each mem- 
ber is prepared to accept responsibility and not leave the 
responsibility to the more vociferous minority then it is 
unfair to sit back, to criticize, and to complain either that 
nothing is being done or that what has been done is a 
failure. May I conclude with the cliché that united we 
stand, divided we fall, and that it is always nice to have 
someone else to blame for our own deficiencies.—-I am, etc., 


Cheriton Bishop. Devon F. FE. Gratam-Bonnatir. 


London Differential ? 


Sir.—As the outcome of a recent wages dispute, pro- 
vincial bus-drivers were awarded an increase which reduced 
the difference between their basic rate of pay and that of 
their London counterparts from 30s. 6d. per week to 19s. 6d. 
per week. But, even after this reduction in the differential 
rates of pay, a London driver gets 11.2°%, more than a pro- 
vincial driver —i.e., £9 13s. 6d. a week as against £8 14s. a 
week. He receives this differential payment presumably to 
compensate him for the generally higher cost of living in 
the London area. Those doctors who live and work in 
London—several thousands—are subject to this same dis- 
advantage. It is well recognized that to buy or rent a 
house in London costs much more than in the provinces, 
that rates are higher, that domestic help, coal, and car 
insurance all cost more. Why, therefore, is there not a 
“London differential” when the central pool is allocated ? 
Such a differential is certainly applied in the Civil Service 
and in industry, and this unfair discrimination against doc- 
tors working and living in London should cease. 

While on the subject of doctors’ pay, I would like to add 
that, during a period of seven days recently, I kept a care- 
ful record of the number of items of service —i.c., visits and 
consultations. This number divided into my gross weekly 
remuneration gave a figure of 5s. 2d. for each item. This 
was the gross fee per item in a fairly quiet week, by no 
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of Dr, Gillie’s evidence, the INSPECTOR commented : “ It is 
quite clear to me what the answer is.” 


Visiting Impossible 

Dr. T. E. JoviNson, a general practitioner of George 
Street, Mary!ebone, one of the individual objectors to the 
scheme, gave evidence. Asked by Mr. Harris if the scheme 
came into force would it be possible for him to carry on 
his practice, Dr Johnson replied: “I think it would be 
almost impossible to cope with visits.” He had on occasion 
tried to use taxis, but had given up, for it meant standing on 
the corner competing with the porters from two or three 
hotels ; it was sometimes a quarier of an hour before he 
could get a taxi. About the B.M.A. suggestion he said: “I 
think it is essential.” 

Mr. SCARMAN, cross-examining, asked Dr. Johnson: “ Is 
it really-—if this order comes—going to make your practice 
more difficult than it is to-day ?" Dr. Johnson replied that, 
apart from having to pay—-which would be very expensive 
his fear was that possibly in the morning at a quarter to nine, 
and certainly at other times of the day, he would not be 
able to get a space to park. There would be such a reduc- 
tion in the number of cars allowed to park that one would 
not be able to get in. The Inspector asked for information 
on whether the B.M.A. had been invited to give evidence 
before the committees on London traffic problems which 
reported in 1951, 1953, and 1956. “I am very concerned,” 
he said. “Iam not at all sure a number of interests repre- 
sented here to-day have ever had an opportunity of stating 
their case.” 

The inquiry adjourned until December 20, when the 
B.M.A.’s case was continued, 


Correspondence 


Because of heavy pressure on Gur space, correspondents are 
asked to keep their letters short. 


Remuneration Claim 


Robert Ritchie (Supplement, December 7, 
p. 190) expresses views held by thousands of practitioners 
at the present time. “ When in trouble, blame the leaders ” 
may be a fair enough rule in normal circumstances, but does 
it apply in our case ? We had a strong lead early this year, 
and what did we get ? Poorly attended meetings, inadequate 
interest by gencral practitioners, and lethargic indifference 
by the majority of consultants. In fact, the 40,000 doc- 
tors involved in the dispute had dozens of different points 
of view. The original recommendations of the B.M.A.'s 
Council tailed to suit the majority, and most of us went off 
in a sulk and elected to take no further part in the pro- 
ceedings. In these circumstances those few of us who did 
attend the Divisional meetings were wasting our time ; any 
policy decisions involving positive action made at such meet- 
ings would inevitably be ignored by the vast majority who 
had quit the fight. Little wonder, then, that Council, after 
a hearty push by Sir Russell Brain and Co., divided, 
admittedly far too hurriedly, on the question of the with- 
drawal plan and the Royal Commission. The Representa- 
tive Body on June | did the rest and murdered Spens once 
and for all. As events turned out, a little more threat (and 
bluff if you like) might well have given us arbitration at 
least, as throughout the summer the Government was con- 
tinuing to hand out many millions to other State employees, 
including the Member of Parliament himself. 

It may be dignified, as Dr. Ritchie suggests, to wash our 
hands of any methods that remotely suggest trade unionism, 
and instead to present a reasoned case to the Minister with- 
out any threats up our sleeve, so to speak. But can we 
believe that any reward would follow? Quite obviously 
any reasoned case we put forward can be torn to shreds by 
anyone earning his living in ways other than by the practice 
of medicine. Whatever the Royal Commission may ulti- 


ST. MARYLEBONE PARKING METER SCHEME 


SUPPLEMENT to tHe 
Barrish Journal 


mately say, there are many powerful arguments against our 
case, and here are just a few: (1) The law of supply and 
demand is against us, a law supported so vigorously by 
the Representative Body with its Newcastle resolution on 
radiographers. In spite of our apparent impending decline, 
more and more young people want to practise medicine at 
the very time the Willink Committee recommends a 10° 
reduction in student intake. (2) Any British Government in 
the next few vears will prefer to acquire a British sputnik 
(or intercontinental ballistic missile) than a contented medi- 
cal profession. (3) A physics master in a State grammar 
school is now more vitally important to the State than any 
doctor or surgeon. (4) The redistribution of incomes, as 
a result of the post-war social revolution, could not hit the 
medical profession so long as the profession was protected 
by Spens: Spens having been voluntarily buried by the 
Representative Body on June 1, there is no good reason 
now why the blow should not be struck. (5) The practice 
of medicine is a noble thing. It is possible to be noble and 
dignified, though poor. 

Most of us prefer to keep our dignity, but not at the 
expense of becoming poor, and if we intend to maintain 
our present position it is probable that we shall have to dig 
out the withdrawal plans again, Regrettably, Dr. Ritchie 
and thousands of others like him hold views that strongly 
suggest we shall be quarrelling angrity amongst ourselves 
again next summer ; if this proves to be the case we shall 
indeed thoroughly deserve a steady decline in our fortunes 
from now on. One can only hope that enough of us will see 
clearly the need to accept policy recommendations of our 
leaders should the Government throw up its usual concrete 
wall after the Commission has spoken. In the meantime the 
Council might well do something about the defence trusts. 
Surely we should be collecting money right now in prepara- 
tion for the coming struggle. I believe less than 20% of 
consultants have ever contributed to the Hospital and Medi- 
cal Staffs Defence Trust. This is an absolute disgrace, and 
publication of the names of those consultants who have 
made any sort of contribution would not be a bad thing 
in present circumstances. If we can’t be bothered to swell 
our fighting fund how can we believe the profession seriously 
intends to renew the fight at a later date ?—I am, etc.., 


Hull. K. W. BeeTHAM. 


Sirn.—In sorrow equally with anger I decided some while 
ago that it was futile to attempt through your columns to 
make any impression on the sluggish apathy into which the 
profession, for once almost united, seems to be cast. My 
disgust has, however, mounted so much in recent months 
that I must claim your indulgence once more, if only to 
relieve my pent-up feelings. There can hardly be a member 
of the profession now who is not in possession of the basic 
facts. On the one hand, repeated breaking of its word by 
one Government after another ; latterly, with the arbitrary 
setting up of a Royal Commission, who, we were told by 
the Prime Minister, will be fully aware of the financiai 
state of the country, and the contemptuously thrown 5% 
increase on net income to general practitioners—all in direct 
variance with written agreement. On the other hand, the 
slavish adherence by the profession to its terms of service— 
what a revolting phrase. 

Surely it is obvious to us all that, without show of real 
force, we shall gradually fall behind every other member of 
the community. As a result our standards will gradually 
slip until the respect in which we and others held ourselves 
will vanish for ail time. An arduous and exacting job will 
become merely a burdensome toil unrelieved by any satisfac- 
tion. May I say how much I appreciated the address by 
Sir Francis Walshe (Journal, December 7, p. 1361), and how, 
like him, I deplored the statement by the President of the 
Royal College of Physicians that the policy of the College 
was one of firm and constant co-operation with the Govern- 
ment of the day. The memory of the behaviour of other 
presidents of the Royal Colleges is too green and too painful 
for many of us to receive this statement with equanimity. 
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| am entirely in agreement with Dr. Robert Ritchie (Supple- 
ment, December 7, p. 190) in that our present negotiators 
should resign, but in other ways I am at variance with him. 
I still do, as always, most strongly advocate complete 
withdrawal from the Service. The standard of living for 
nearly all except ourselves has risen markedly, and if in the 
past the general public could pay for its doctors then it 
certainly can do so now. I know many patients who would 
willingly return to the older methods ; and what is paid for 
is appreciated and is used with reasonable economy and 
good sense. For those who cannot afford to pay, the profes- 
sion in the past has shown no lack of responsibility. As an 
immediate action I would advocate breaking off all relations 
with the Royal Commission, together with a public denial 
of our responsibility under the terms of service on the 
grounds that the Government has broken its own side of the 
bargain. Our own moral responsibility is and must be the 
criterion of our behaviour and actions. Finally, an orderly 
withdrawal from the Health Service, with every patient being 
a private patient unless the Government can organize some- 
thing equivalent to the old panel system for the lower in- 
come groups that is acceptable to the profession. I may be 
a voice crying in the wilderness, but I hope and firmly 
believe not the only one.—I am, etc., 
N. H. H. 


Axbridge, Somersct 


Sir,—Surely the time has now come when we should 
stop this farce of Royal Commissions and the like. The 
issue has clearly been prejudged when the Prime Minister 
states that the financial state of the country must be borne 
in mind. Our claim did not originate yesterday but really 
SIX years ago. No one but a congenital idiot would now 
believe that we can get anything like justice ‘as long as the 
Health Service is under political control. If it is the 
Government's intention to force us into a position where 
they are able to say “the doctors wrecked the Health Ser- 
vice by withdrawing.” then let them have the guts to say so. 
If we sincerely believe that we are being “ taken for a ride” 

and I think that we are—then let us have the guts to take 
positive steps. 

I for one am fed up with the talk of ethics. Is it more 
unethical to make a few of the public suffer a short, sharp 
bout of discomfort, while we force the issue, than it is to 
allow British medicine to deteriorate at an ever-increasing 
rate? We all know that the standards we accept now are 
lower than those pre-1948, and still going down. Evidence 
from the medical schools would seem to show that the 
deterioration can be expected to continue. 

Let us give up this “ vocational” thinking and adopt a 
little plain commercial common sense. I stated before the 
inception of the Health Service that it is easy to be ethical 
with a full pocket and difficult ‘with an empty one. I see 
no reason to alter that opinion. In industry a man is paid 
according to various factors, of which I would list a few : 
(1) his knowledge and training, and/or (2) responsibility, 
and/or (3) hours of work, and/or (4) amount of work, 
(5) risks of the job, and/or (6) length of working life, and/or 
(7) ability to give advice to others. I would venture to 
Suggest that, by these standards, we are being disgracefully 
paid. If the Royal Commission must have comparisons let 
them compare the lot of our brothers in North America 
or Russia where it would seem that the medical profession 
is rated more highly, and it is worth trying to be a better 
doctor than the next man. Let us once, and for ever, stop 
pretending that because we are in a profession we are not 
also in business. Business can also be ethical. I speak as 
a G.P., and would not dare to make suggestions for other 
fields, but I do think that if we force the issue then other 
branches will follow in benefit. I have every respect for 
the teaching profession and think that they, too, are under- 
paid, but I do not wish my remuneration to be related to 
theirs. By contract they average a 22-hour week throughout 
the year, but mine is a 24-hour day. 

What would I do? For preference I would scrap the 
present Service and institute a service where the patient 
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pays to see the doctor but drugs are free. Surely that is 
more logical than 3s. for a septic spot and 2s. for a 
pneumonia. I would not want the patient to suffer, and | 
cannot see that it is impossible for a scheme to be worked 
out on those principles. As long as it is cheaper to go to 
the doctor than to the chemist it is obvious that we are 
going to see too many trivial complaints. This is probably 
a pipe dream because of the political implications. I am 
cynical enough to believe that any increase we get will be 
niggardly. What then? We are to be paid for a 40-hour 
week, Let us do that week. All surgeries to finish by 5 
p.m. This will cause inconvenience without lack of facilities 
for treatment. It may also cost the nation more in loss of 
working hours than adequate pay for the doctor. May it 
not also teach the population to be more self-reliant in these 
days when the welfare State is looked upon as father, 
mother, and wet nurse ? 

I hope that I will not be accused of being mercenary— 
I am luckier than most -but, having been brought up in a 
business household, I find it reasonable to expect a quality 
price for quality products. The Chairman of the Royal 
Commission should be able to appreciate that point. 
I am, etc., 

Walsall. 


J. M. Lees. 


Sir,—May I comment on Dr. Robert Ritchie's letter 
(Supplement, December 7, p. 190)? While what he says 
is superficially undoubtedly true, it is, at the same time, a 
very unfair criticism of the members of the Council of the 
B.M.A. It is true that our leaders have met with one 
defeat after another, but is this their fault? What they did 
not apparently appreciate at the outset was that the profes- 
sion was not prepared to fight the Ministry on the question 
of money alone. If the individual members of the Associa- 
tion are not prepared to attend meetings and state unequi- 
vocally what they want, how can the Council know where 
it stands? The Council knows full well, and this is our 
great weakness, that after the disgraceful debacle of 1913 
it can never be sure if it is leading a united force or a rabble 
which is likely to desert at any moment. Until each mem- 
ber is prepared to accept responsibility and not leave the 
responsibility to the more vociferous minority then it is 
unfair to sit back, to criticize, and to complain either that 
nothing is being done or that what has been done is a 
failure. May I conclude with the cliché that united we 
stand, divided we fall, and that it is always nice to have 
someone else to blame for our own deficiencies.—-I am, etc., 


Cheriton Bishop, Devon F. FE. Granam-Bonnatir. 


London Differential ? 


Sir.-As the outcome of a recent wages dispute, pro- 
vincial bus-drivers were awarded an increase which reduced 
the difference between their basic rate of pay and that of 
their London counterparts from 30s. 6d. per week to 19s. 6d. 
per week. But, even after this reduction in the differential 
rates of pay, a London driver gets 11.2%, more than a pro- 
vincial driver—i.e., £9 13s. 6d. a week as against £8 14s. a 
week. He receives this differential payment presumably to 
compensate him for the generally higher cost of living in 
the London area. Those doctors who live and work in 
London—-several thousands—are subject to this same dis- 
advantage. It is well recognized that to buy or rent a 
house in London costs much more than in the provinces, 
that rates are higher, that domestic help, coal, and car 
insurance all cost more. Why, therefore, is there not a 
“London differential” when the central pool is allocated ? 
Such a differential is certainly applied in the Civil Service 
and in industry, and this unfair discrimination against doc- 
tors working and living in London should cease. 

While on the subject of doctors’ pay, I would like to add 
that, during a period of seven days recently, I kept a care- 
ful record of the number of items of service—i.c., visits and 
consultations. This number divided into my gross weekly 
remuneration gave a figure of 5s. 2d. for each item. This 
was the gross fee per item in a fairly quiet week, by no 
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means as busy as one normally expects in the winter months. 
During an epidemic it would be reasonable to assume that 
one’s remuneration per item would be about one-third to 
one-half as much. But let us disregard the hazards and 
anxieties of an epidemic, and accept this figure of 5s. 2d. 
gross per item as an average and see how it compares with 
other years. According to a chart recently published by 
The Times, if the purchasing power of the pound in 1946 is 
represented as 100, then to-day its purchasing power would 
be represented by about 364. So, in 1946 values, each indi- 
vidual item of service would bring a gross reward of very 
nearly Is. Ild. If we adjust this to the purchasing power 
of the pound in the immediate pre-war years we get a figure 
of about Is. for each item (but in those days there was 
private practice to compensate for the niggardly and 
inadequate capitation fees paid by the Insurance Fund ; 
there is virtually no private practice to-day). If we were 
to go further and adjust the figures to the purchasing power 
of the pound in the early years of this century, we would 
indeed find ourselves back in the days of sixpenny doctoring. 
What a commentary on the level and status to which the 
National Health Service has reduced us.--I am, etc., 
London, N.18 H. T. CHILTON. 


Medical Manpower 


Sin,-I have read the leading article, “Too Many 
Doctors ? " (Journal, November 23, p. 1227), which I cannot 
let pass without some remarks, and I assume that quite a 
number of doctors of my age group will agree with me. 

We who qualified before the first world war or shortly 
afterwards have seen the development of medicine from a 
more or less empirical application of certain drugs, decoc- 
tions, etc., into an exact science, in the same way as the rest 
of natural science has developed. The logical step from 
physiological experiments to similar ones on human beings, 
and the experience gained from these observations, has 
altered the whole of medicine. With new discoveries of 
nuclear fission, and space travel, of the application of certain 
compounds, hitherto unknown, in the treatment of mental 
illness, and of electro-physical treatment, we have only 
skimmed the surface of future research, and I am certain 
that preventive medicine, which has not been developed to 
its fullest extent, will absorb many more brains in the future. 

The time required by a student for completing his medical 
training until he can sit for his final examinations is over 
six years. Another three to four years are required before 
he is able to go into practice or research. This is ten years 
altogether. Restriction in intake will be felt then, and not 
now. I am certain that a time will come when the press 
will be full of advertisements for medical men to conduct 
research in nuclear science, space travel, and high altitude 
travel, as well as in chemical development and biological 
questions related to medicine, growth, the influence of 
atomic radiation on progeny, etc. And then will come the 
question of where to obtain men trained in medical science. 
Future requirements for studying protection against certain 
radiations, which will have to be done if mankind wishes to 
survive, have been unexplored until now. I therefore think 
it short-sighted to try to restrict the intake of medical men 
into English universities on the basis of the number of men 
who can be absorbed into general medicine, or perhaps 
industrial medicine or public health. I think we shall have 
to revise our way of planning.—-I am, etc., 

Lincoin Georce F. FRANK. 


Contravention of Terms of Service 


Sir.--In the newspapers of Sunday, December 8, is re- 
ported a decision of an executive council that a doctor 
contravened the terms of service, that he be severely repri- 
manded for his contravention, and that the Minister of 
Health be recommended to withhold £25 from his pay. it 
would appear from the newspaper report that the doctor 
failed to get out of his sick-bed at some time after 10.30 p.m. 
on September 27—i.c., the height of the ‘flu epidemic—to 


CORRESPONDENCE 


SUPPLEMENT to THe 
British MEDICAL JouRNAL 


attend a patient of his who had taken an overdosage of 
aspirin and then collapsed in the street. His recommenda- 
tion through a third party, his 16-year-old daughter, was 
that the patient’s mother should dial 999, as the doctor's 
phone was out of order. As a casualty officer with experi- 
ence of these cases, both in the casualty department and in 
the wards of a large general hospital, it is my opinion that 
his advice was quite reasonable, and would have been reason- 
able even if he had not been in bed with ‘flu.—I am, etc., 

H. A. P. KING. 


Doctors’ Questionary 

Sin, —You report Journal, December 7, p. 1360) that 
9.000 questionaries are to be sent to members of the pro- 
fession to help the Royal Commission on Doctors’ and 
Dentists’ Remuneration. As I regard it as pertinent to this 
matter, | would like to quote part of a speech made in the 
House of Commons on December 6 by Sir Robert Boothby 
in the course of a debate on the Opticians Bill: “ The fact 
remains that committee after committee is set up by the 
Government and public-spirited men of great distinction 
spend a great deal of time and trouble working on them. 
They produce almost unanimous reports, and nobody pays 
the faintest attention to them. This has been going on ever 
since the war, and if it goes on for very much longer we just 
shall not get eminent men outside politics to serve on com- 
mittees. They will think, with considerable justification. 
that it is a waste of time” (Hansard, volume 579, No, 24). 
Not only do T agree with the Member for Aberdeenshire 
East, but I would also add that small fry like myself can 
waste a lot of time in getting out facts and figures for these 
Commissions. I was one of those chosen to help the Pen- 
man Committee, and did so willingly at the time in belief 
that the Government of the day proposed to act on its 
recommendations. Now that I know better. if I do get 
one of these new forms I shall put it with the advertisements 
in the waste-paper basket.—I am, etc., 

Dudley. Worcs L. H. G. Moore. 


Salaried Service 

Sir,—Is the medical profession getting spineless—a pro- 
fession that requires a high standard of education from its 
members and regarded as a noble profession universally ? 
Nowadays it is a common practice that unions of one trade 
or another are united and determined in pressing forward 
their claim for increased wages and better working condi- 
tions, and they get it. 

After reading the letter by Dr. B. Hirsh (Supplement. 
December 14, p. 203) clamouring for salaried service, I said 
to myself what an admission of weakness and defeatism. 
If a G.P. has not the guts to decidé what is best for his 
patient and when he is fit or unfit for work, he should resign 
from the N.H.S. and not ask for the prop of salaried 
service to help him to decide what drugs to prescribe and 
when to issue final certificates. As far as general practice is 
concerned one of the ways of cutting down the cost of the 
N.HLS. is the education of new entran’s into general practice 
in prescribing and issue of sick-pay certificates. This can 
be achieved only by getting them to spend a few weeks 
working with G.P.s who had been in practice before the 
N.H.S. was introduced.—I am, etc., 

Liverpool. 18. H. J. Pratap. 


Carshalton, Surrey 


B.M.A. LIBRARY 


The Library service is available to all members of the Association 
resident in Great Britain and Northern Ireland (and by special 
arrangement to members of the Irish Medical Association). A 
copy of the Library rules will be forwarded on application to the 
Librarian at B.M.A. House 

The following books have been added to the Library: 


Wilkins, L.: Diagnosis and Treatment of Endocrine Disorders in Childhood 
and Adolescence. Second edition. 1957. 

W. F. (Editor): Regencration in the Central Nervous System. 

Yudkin, S.: All Our Children: A Book for Parents. 1956. 
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Air Commodore (Acting Air Vice-Marshal) J. Hill, C.B.E.. 
has been appointed Honorary Physician to the Queen, in succes- 
sion to Air Vice-Marshal F. E. Lipscomb, C.B.E., who has 
retired from the R.A.F. 

Air Commodore R. Scoggins, C.B.E., L.D.S. R.C.S.. Q.H.D.S., 
has been appointed Director of Denial ‘Services, R.A.F., with the 
acting rank of Air Vice-Marshal. He will succeed Air Vice- 
Marshal M. J. Pigott, C.B.E.. B.D.S., F.D.S. R.C.S., Q.H.D.S., 
who is retiring from the R.A.F. 

The King of Norway has bestowed the Resistance Star for 
Eastern Asia, 1942-5, upon Surgeon Lieutenant- 
Commander A. P. Curtin, R.N.V.R., for good services im 
Norwegian ships during the war. 

Group Captain J. B. Ross, R.A.F., has been mentioned in 
dispatches in recognition of distinguished service in Malaya. 

Major (Honorary Lieutenant-Colonel) L. H. Howells, 
R.A.M.C., T.A.. has been appointed Honorary Colonel, 3rd 
(Western) General Hospital, in succession to Colonel R. E. B 
Rees, O.B.E., M.C., T.D., R.A.M.C., T.A., tenure expired. 

A Supplement to the London Gazetie has announced the 
following awards: 

Third Clasp to the Territorial ioe ncy Decoration.—Major 
H. H. Kenshole, D.S.O., T.D., R.A.M.C. 

Second Clasp to the Territorial Efficiency Decoration Major 
{Acting Colonel) E. H. Hanson, T.D., and Majors S, Curwen, 

D., and J. H. Pattyson, T.D.. RAMC. 

First Clasp to the Territorial Efficiency Decoration —Major 
E. H. Hanson, T.D., and Majors S. Curwen, 


Territorial Fiji jency Decoration.—Lieutenant-Colonel (Acting 
Colonel) B. Holden (now A.E.R.) and Lieutenant- 
Colonel) B. B. Hickey (now A.F.R.), R.A.N 


ROYAL NAVY 


Surgeon Captain J. Johnston has retired. 

Surgeon Commanders D. A. Hovenden and J. W. L. Crosfill 
have retired. 

Surgeon Lieutenant J. F. Ryan to be Surgeon Lieutenant- 
Commander 

Royal Naval VOLUNTEER RESERV: 

Surgeon Licutenant-Commander K. L. Marks has retired. 

Surgeon Lieutenant-Commander A. R. Unsworth has been 
removed from the Active List. 

Surgeon Lieutenants R. G. Shorter, J. B. Allan, J. M. G. 
Parker, M. J. Allwood, and J. Drummond to be Surgeon 
Lieutenant-Commanders. 

ARMY 


Brigadier C. E. Eccles, O.B.E., late R.A.M.C., has retired on 
reured pay (Reserve Liability). 

Colonel (Temporary Major-General) W. J. Officer, O.B.E., late 

A.M.C., to be Brigadier. 

Lieutenant-Colonel E. H. P. Lassen, D.S.O., from R.A.M.C., 
to be Colonel. 


ROYAL ARMY MEDICAL CORPS 


Lieutenant-Colonel T. M. Corcoran, having attained the age 
for retirement, is retained on the Active List supernumerary to 
establishment. 

Majors R. K. Pilcher, M.C., and H. Pozner, MC., to be 
Lieutenant-Colonels 

Captains (Temporary Majors) R. J. C. Hart, J. E. Noble, and 
W. T. Richardson to be Majors. 

Captains D. Smith, R. Gathercole, H. §. Brown, S. E. M. 
Jarvis, and H. A. J. Reay to be Majors. 


HER MAJESTY’S OVERSEAS CIVIL SERVICE 


The following have been announced: M. 
Beaubrun, M.B., D.P.M., Medical Officer, Grade “* 
(Psychiatry), Health Department, Trinidad : 
E. D. B. Charles, M.D., M.P.H., L.M.S., Epidemiologist, 
Jamaica; J. H. Comty, M.B., B.S.. D.M.R.D., Specialist, Radio- 
logy, Heakhh Department. Mauritius; W. E. agous, M.D., 
D.M.R.D., Radiologist, Jamaica; E,. P. Rigby, M.B., B.S., 
D.T.M.&H., Deputy Director of Medical Services, Kenya; T. [. 
Rowlands, M.B., B.S., Medical Officer, South Pacific Health Ser- 
vice, British Solomon Islands Protectorate; C. H. Tomlinson, 
M.B., Ch.B.. D.M.R., Senior Radiologist, Jamaica: A. 
Abdurahman, M.B.. Ch.B., Medical Officer, British Guiana: 
H. J. L. Burgess. M.B., Ch/B., and M. J. Gowen, M.B., B.Ch.. 
B.A.O., Medical Officers, Uganda ; M. A. R. Eslick, M.B., Ch.B.. 
Medical Officer, South Pacific Health Service, Fiji: Miss M. N. 
Fournier, P. B. Ghanekar, M.D., and A. Paklikowski, M.D., 
Medical Officers, Eastern Nigeria ; Cc. O. Innis, M.B., B.S., 
Medical Officer, North Borneo; D. S. McLaren, M.D., Ph.D.., 
Medical Research Officer, Grade II. East Africa High Com- 
mission; J. D. B. Perkins, L.M.S.S.A.. and J. T. Weir, 
L.R.C.P_&S.Ed., L.R.F.P.S., Medical Officers, Northern Nigeria. 
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Association Notices 


ADJUSTMENT OF AREA OF ST. HELENS AND 
LIVERPOOL DIVISIONS 


Notice is hereby given by the Council to all concerned that 
it is proposed to transfer the Civil Parish of Kirkby in the 
Rural District of Whiston from the area of the St. Helens 
Division to that of the Liverpool Division. 

Any member affected by this proposal and objecting 
thereto should write to the Secretary of the Association not 
later than January 28, 1958. 


NORTHERN RHODESIA BRANCH 


Notice is hereby given by the Council of the Association to 
all concerned that it is proposed to reconstitute the existing 
Northern Rhodesia Branch with its two Divisions into two 
Branches without Divisions, with the following titles and 
areas: 
(a) The Congo Border Branch, comprising the Western 
Province, with the Districts of Kawambwa and Fort Rosebery. 
(b) The Zambesi Branch, comprising the Northern Province 
(excluding the districts of Kawambwa and Fort Rosebery) and 
the Eastern, Central, Southern, and Barotse Provinces. 


Any member affected by this proposal and objecting 
thereto is requested to write to the Secretary of the Associa- 
tion by February 9, 1958. 

MACRAE, 
Secretary. 


SCHOLARSHIPS IN AID OF SCIENTIFIC 
RESEARCH 


The Council of the British Medical Association is prepared 
to receive applications for research scholarships as follows: 
An Ernest Hart Memorial Scholarship, of the value of £300. 
A Walter Dixon Scholarship, of the value of £300. Four 
ordinary Research Scholarsh ps, each of the value of £200. 

The scholarships are given to candidates recommended by the 
Science Committee of the Association as qualified to undertake 
research in any subject (including State Medicine) relating to the 
causation, prevention, or treatment of disease. 

Each scholarship is tenable for one year, commencing on 
October 1, 1958. A current scholar may apply to be reappointed 
for a further year, though no scholarship will be renewed more 
than twice. A scholar is not necessarily required to devote the 
whole of his or her time to the work of research, but may be a 
member of H.M. Forces or may hold a junior appointment at a 
university, medical school, or hospital. provided the duties of 
such appointment will not, in the opinion of the Science Com- 
mittee, interfere with his or her work as a scholar. 

Applications for scholarships, including renewals, must be 
made to the Secretary, British Medical Association, B.M.A. 
House, Tavistock Square, London, W.C.1, not later than March 
1, 1958, on the prescribed form, a copy of which will be sup- 
plied on request. Applicants are required to furnish the names 
of three referees who are competent to speak as to their capacity 
for the research contemplated. 


MIDDLEMORE PRIZE, 1958 


The Middlemore Prize, which consists of a cheque for £50 
and a certificate, was founded in 1880 by the late Richard 
Middlemore, F.R.C.S., of Birmingham, to be awarded for 
the best essay or work on any subject which the Council 
of the British Medical Association may from time to time 
select in any department of ophthalmic medicine or surgery. 
The Council of the British Medical Association is prepared 
to consider an award of the prize in the year 1958 to the 
author of the best essay on “Local Antibiotic Treatment 
in External Ocular Disease.” 

Notice of intention to enter for ,the competition should be 
made on the appropriate entry form, copies of which can be 
obtained from the Secretary, British Medical Association, 
B.M.A. House, Tavistock Square, London, W.C.1. Essays must 
reach the Secretary on or before January 31, 1958. Each essay 
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must be unsigned and accompanied by a slip containing the 
name and address of the author. Previous prizewinners are not 
precluded from entering. If no essay of sufficient merit is sub- 
mitted, the prize will not be awarded in 1958, but will be offered 
again in the following year 


PRIZE ESSAY COMPETITION FOR PROVISIONALLY 
REGISTERED PRACTITIONERS, 1953 


The Council of the British Medical Association is prepared 
to consider the award, in 1958, of prizes to provisionally 
registered practitioners for essays submitted in open com- 
petition. The subject of the essay is: “What I Have 
Learned from Contact with the Patient's Relatives.” 


Any provisionally registered practitioner in the pre-registration 
year at the time of submission of the essay is eligible to compete 
for a prize. No study or essay that has previously appeared in 
the medical press or clsewhere will be considered cligible for a 
prize 

If any question arises in reference to the eligibility of a candi- 
date or the admissibility of his or her essay, the decision of the 
Council of the British Medical Association shall be final. Should 
the Council decide that no essay entered is of sufficient merit, no 
award will be made. At least one prize of £50 is offered. In 
determining the number of prizes to be awarded, the Council 
will take into consideration the number and standard of essays 
received 

Essays must not exceed $,000 words, and must be typewritten 
or legibly written in the English language on foolscap paper, on 
one side only, must be unsigned, and must be accompanied by 
a note of the name and address of the entrant. Notice of entry 
for this competition is necessary and a form of application can 
be obtained from the undersigned. 

Essays must be forwarded so as to reach the Secretary of the 
British Medical Association not later than January 31, 1958 
Inquiries relative to the competition should be addressed to the 
Secretary, British Medical Association, B.M.A. House, Tavistock 
Square, London, W.C.1. 


THE NATHANIEL BISHOP HARMAN PRIZE, 1958, 
FOR RESEARCH IN HOSPITAL PRACTICE 


The Council of the British Medical Association is prepared 
to consider the award of the Nathaniel Bishop Harman Prize 
in the year 1958. The value of the prize is approximately 
£100. The purpose of the prize is the promotion of sys- 
tematic observation and research by consultant and specialist 
staff and senior registrars of hospitals not attached to recog- 
nized medical schools. It will be awarded for the best report 
on original clinical research in a form suitable for publica- 
tion. The work submitted must include personal observa- 
tions and experiences collected by the candidate in the 
course of his practice. A high order of excellence will be 
required. No report or study that has previously been pub- 
lished in the medical press or elsewhere will be considered 
eligible for the prize. Any registered medical practitioner 
on the staff of a hospital in Great Britain and Northern 
Ireland who is not a member of the staff of a recognized 
undergraduate or postgraduate medical school is eligible to 
compete. If any question arises in reference to the eligi- 
bility of a candidate or the admissibility of his entry, the 
decision of the Council shall be final. 

Should the Council of the Association decide that no entry 
submitted is of sufficient merit, the prize will not be awarded in 
1958, but will be offered again the year next following this 
decision, and in this event the money value of the prize on the 
occasion in question shall be such proportion of the accumulated 
income as the Council shall determine. Each entry, which must 
be typewritten or printed in the English language, should be 
unsigned, but accompanied by a note bearing the name of the 
writer. It is suggested that reports should be between 3,000 
and 10,000 words. Candidates are required to complete an eniry 
form, a copy of which can be obtained from the Secretary 
Reports and entry forms must reach the Secretary, British 
Medical Association, B.M.A. House, Tavistock Square, London, 
W.C.1. not later than January 31, 1958. Inquiries relative to 
the prize should be addressed to the Secretary. 

A. MACRAE, 
Secretary. 
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Diary of Central Meetings 
JANUARY 
1 Wed. Emergency Call Subcommittee, G.M.S. Com- 
mittee, 12 noon and 2.30 p.m. 
2 Thurs Alternative Service Subcommittee, G.M.S. Com- 
mittee, 2 p.m. 
6 Mon. Medical Act Committee, 2 p.m. 


8 Wed. Remuneration Subcommittee, Occupational 
Health Committee, 2 p.m. 
10 “Fri. Public Health Committee and Staff Side Com- 


mittee C, Medical Whitley Council, joint meet- 
ing, 11.30 a.m. 


10 Fri. Overseas Committee, 2 p.m. 
1S Wed Private Practice Committee, 2 p.m. 


16 Thurs. G.M.S. Committee, 10.30 a.m. 

16 Thurs. Ingleby Evidence Committee, 2 p. 

22 Wed. Joint Committee of the B.M.A. « 
trates’ Association, 10 a.m. 

23 Thurs. Organization Committee, 2 p.m 

28 Tues. Alcohol and Road Accidents Commiitee, 2 p.m. 


m. 
and the Magis- 


Branch and Division Meetings to be Held 

Carpire Drvision.—At Park Hotel, Cardiff, Tuesday, Decem- 
ber 31, 8 p.m. to 2 a.m., annual supper dance. 

LEICESTERSHIRE AND RUTLAND BrancH.—At King’s Hall, Grand 
Hotel. Leicester, Wednesday, January 1, 8.15 p.m., meeting 
Mr. Charles Evans: “ Ascent of Kangchenjunga, 1956." Mem- 
bers’ wives and friends are invited. 


Meetings of Branches and Divisions 
ALDERSHOT AND FARNHAM Division 

_ The following officers were elected at the annual general meet- 
ing on August 10: 

Chairman.—Dr. F. Caldecott 

Vice-chairman.—Dr_ F. Brockington 

Honorary Secretary.—Dr. C. C. Thomas. 

Honorary Treasurer.—Dr. C, R. Tilly. 


CUMBERLAND Division 
The following officers were elected at the annual meeting on 
June 
Chairman.—Dr. T. McL. Galloway. 
Vice-chairman.—Dr. W. H. P. Minto 
Honorary Secretary and Treasurer.—Dr. T. Gardner 


NORTHERN COUNTIES OF SCOTLAND BRANCH 

The following officers have been elected for 1957-8: 

President.—-Dr. C. S. Sandeman. 

President-eiect Dr. Ww. LA Fell. 

Vice-president.—Dr. A. J. MacLeod . 

Joint Honorary Secretaries.—Dr. G. F. F. Sinclair and Dr. J. E. 
Tillotson. 

Sarawak Dtvision 

The annual meeting was held on June 19. The following 
officers were elected for 1957-8: 

Chairman.—Dr. E. H. Wallace. ; 

Secretary and Treasurer-—Dr. Chong Chun Hian. 


Srockport Division 

The annual general meeting was held on October 22 at the 
Alma Lodge Hotel. Twenty-nine members attended. The meet- 
ing was addressed by Dr. E. E. Claxton. The following officers 
were elected : 

Chairman.—Dr. J. Donaldson. 

Vice-chairman.—Dr. G. S. Parker. 

Honorary Secretary.—Dr. G. B, Hirst. 

Assistant Secretary.—Dr. J. Edwardes. 


SrrRatForRD Division 

The annual meeting was held on October 8. The following 
officers were elected : 

Chairman.—Dr. H. R. Englancé 

Vice-chairman.—Dr. A. F. McDonald. 

Honorary Secretary.—Dr. A. Elliott. 

Honorary Assistant Secretary.—Dr. 1. M. Segal 

Honorary Treasurer.—Dr. E. D. Fox. 


SUTHERLAND —)IVISION 
A meeting was held on October 15 in the Sutherland Arms 
Hotel. Lairg. Thirteen members (72%) were present. Sir David 
Campbell, President of the General Medical Council, addressed 
the meeting on the subject of his Council. Later he was enter- 
tained by the Division at a dinner. 


West Lorstan Diviston 
The following officers were elected at the annual general meet- 
ing on June 2 
Chairman.—Dr. J. C. Macmillan. 
Vice-chairman.—Dr. A. Browning. 
Honorary Secretary and Treasurer.——-Dr. Maxwell Gardiner. 
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The original easy-to-take, 
two-in-one tablet 


for the prompt and prolonged 
relief of ASTHMA 


(SO-BRONCHISAN Was first produced in 1953 and offers a fresh approach to the 
problem of effective asthma control. The tablets, which are pleasant to take, 
have a coating containing easily dissolved Isopropyl-Nor-Adrenaline. a most 
potent bronchodilator, which, when absorbed by the sublingual route, produces 
the prompt relief of bronchospasm. The rest of the tablet, when swallowed 
releases Ephedrine and Theophylline in balanced proportions and these, slowly 
absorbed along the alimentary tract, ensure long sustained antispasmodic action 
on the bronchial smooth muscle. 


ISO-BRONCHISAN 


Prescribable on Form 


IMMEDIATE RELIEF 


Each tablet contains lsopropy!-Nor-Adrenaline 
(lsoprenaline) sulphate gr. |; Ephedrine hydro- 


chlor. gr. 25; Theophylline er. 2 

In tubes of 20 tablets and bottles of 100 tablets 
Tablets containing smaller quantities of thé 
eflective ingredients are now available for use in 


Pvediatrics. 
Samples and literature available on request 


SILTEN LIMITED SILTEN HOUSE "HATFIELD "HERTS “ENGLAND 


EMERGENCIES 


IN GENERAL PRACTICE 
from the British Medical Journal 
470 Pages (cloth bound), with full index 


This book deals with medical emergencies in a wide sense; 
acute clinical emergencies requiring prompt and skilful 
treatment; conditions such as faints and fits and giddy 
turns, the careful elucidation of which may mean the 
difference to a patient between a life of activity and one of 
restriction; acute psychiatric states; accidents of treatment, 
such as dangerous reactions to drugs or collapse during 
anaesthesia; and emergency calls when the doctor is 
isolated, as on a ship. 

It comprises 57 specially commissioned articles which 
appeared originally in the British Medical Journal. 

The author of each is an acknowledged authority. This 
collection, now revised by the authors, will be of value 
not only to general practitioners but also to senior students, 
house-physicians, house-surgeons, and to those supervising 
their work in hospitals. 


PRICE 25s. net 
by post: inland and overseas 26s. 9d. 
from booksellers or, by post, from Publishing Manager 


BRITISH MEDICAL ASSOCIATION 
B.M.A. House, Tavistock Square, London, W.C.1 
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National Health 
Idyll 


A man may be wealthy 
But what is the use? 

If the same man’s not healthy 
His life’s just abuse! 

To keep his good health, 
There is many a way 

But none beats a Guinness 
Or two in the day. 

It is pleasant to taste, 

It is pleasant to smell 

But a Guinness is more - 


It’s a tonic as well. 
L.R.C.P., L.R.C.S. 


(GUINNESS 


IS GOOD FOR YOU 


Doctors, too, enjoy writing verse about 
Guinness. The above, sent to Guinness by one 
of them, ts published by kind permission. 


G.E.3003 


| 
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| 
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CHAGAS’ DISEASE 


Assassin or Kissing bugs—Reduviid bugs of the 
tribe Triatomidae, notably Triatoma infestans and 
Rhodnius prolixus—are a commonplace pest over 
a wide area of Central and South America, where 
they are also a major menace to health, being 


vectors of the parasite Trypanosoma cruzi— | 


the causative organism of South American 
Trypanosomiasis (Chagas’ Disease). 

Large and difficult to kill, these vicious 
bloodsuckers ingest blood from an infected 
vertebrate host, animal or human. The parasite 
develops within the bug and is later passed out 
with the faeces, infecting its victim through an 
abrasion, cut, bite or other such entrance. 


Associated particularly with poor and primi- 


tive living conditions, both in urban and in rural | 


= 
successful control of the disease vector 


(and remote) areas, Chagas’ Disease affects many 
millions, causing lesions of the heart muscles, 
skeletal muscles and central nervous system. In 
its secondary or cerebral stage it brings persistent 
lassitude and pronounced physical weakness 
leading frequently to death, and is therefore a 
problem of both sociological and economic 
significance in the countries where it is endemic. 
In the solving of this problem, dieldrin, devel- 
oped by Shell, is playing an increasingly impor- 
tant role, being the best chlorinated hydrocarbon 
insecticide available for successful control of 
the vector bugs. In addition it is most econo- 
mical in use, requiring not only a very low dosage 
rate but possessing such a long residual effec- 
tiveness that a single. spraying frequently 
provides full protection for up to twelve months. 


dieldrin 


dieldrin, endrin and aldrin are { SHELL} insecticides for world-wide use 


For further information apply to your Shell Company. 


issued by The Shell Petroleum Company Limited, London, E.C 


Dec. 28, 1957 


2. England 


= 

ae 

= 
Dy 

4 

| 


Dec. 28, 1957 


BRITISH MEDICAL JOURNAL 


Treatment of 


without injections 


Rastinon *Hoechst+ tablets provide an oral 
treatment for certain diabetic patients. 
EFFECTIVE A number of patients on small 
regular doses of insulin have been found to be 
suitable for treatment with Rastinon 
tablets. Clinical work throughout 
the world has shown that approximately a 
quarter of all diabetics can be stabilized on 
Rastinon *Hoechst« tablets. A few of the 
more recent references to the literature are 
given opposite. 

SAFE The selection and stabilization of 
diabetic patients should be carried out under 
strict medical supervision. For those patients 
found to be suitable, Rastinon *Hoechst« 
tablets provide a safe form of therapy and 
many have now been on oral treatment for 
two years. No cases of proven dyshaemopoiesis 
or other serious side-effects due to the drug 
have been reported. 

SIMPLE From 2 to 4 tablets a day are_nor- 
mally all that is required to replace the insulin 
with its concomitant syringe, needles, swabs, 
and often nursing assistance as well. The nor- 
mal regime of urine examination and dietary 
control remains necessary. 

Packs: bottles of 100 and 500 tablets. 

The basie price to the National Health Service 
as dispensed from a 500 tablet bottle is 2.97d 
per tablet and the total cost to the National 
Health Service, with all allowances, is less than 
4d per tablet. 

Each tablet contains 0.5 G. of N-Butyl-N'- 
toluene-p-sulphonylurea; (Tolbutamide). 


REFERENCES: 
Clinical Experience with Tolbutamide, Brit. Med. 
J., 1957, 2, 323 
Tolbutamide in Treatment of Diabetes Mellitus, 
Brit. Med. J., 1957, 2, 325 
Editorial—Tolbutamide in Diabetes, Brit. Med. J. 
1957, 2, 343 
Ora! Hypoglycaemic Compound, Brit. Med. J. 
1957, 2, 352 
Clinical Studies of the Hyp: clvcaemic action of the 
Sulphonylureas, Lancet, 1957, 1, 753 
Metabolism, 1956, 5 (Entire issue) 
New and Non-official Drugs, J.4.M.A., 1957, 164, 
1333 
Dtsch. med. Wschr., 1956, 81, 823-846 
Dtsch. med. Wschr., 1956, 81, 887-906 
Dtsch. med. Wschr., 1957, 82, 1513-1592 (Entire 


»HOECHST« 


TABLETS, 


(TOLBUTAMIDE) 


HOECHST PHARMACEUTICALS LIMITED + SLOUGH 


Distributors in the United Kingdom 
HORLICKS LIMITED - SLOUGH - BUCKS 
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APPOINTMENTS CLASSIFICATION 


Applicants should state name, address, age, nationality, qualifications, and enclose and order of appearance 


(unless otherwise specified) one copy each of 3 recentyytestimonials with short 


statement of experience and appointments held. Partnerships 
Applications should be sent at once if no closing date is given. Assistantships 
Canvassing in any form will disqualify. Trainee — Practitioners 
WSERVICE MEMBERS may have difficulty in supplying recent 
testimonials, but this should not deter them trom applying } _— 
fully registered medical practitioner who ts liable for National Service must obtain determen: APPOIN IMENTS 
of recruitment in writing from the Central Medical Recruitment Committee or (in Scotland) 
the Scotush Central Medica! Recruitment Committee before accepting any civilian appointment including fotiow 
The position of provisionally registered medica! practitioners who are liable for Nationa ender appropriate specialty adings, as 
Service hus been made clear in a notice sent to them by the Ministry of Labour and National Anaesthetics Ophthalmology 
SALARY SCALES OF JUNIOR GRADES OF HOSPITAL MEDICAL STAFF | Chest and Tb. Paediatrics 
Registrar Grades, Whoie-time Pathology 
Jermatology Plastic Surgery 


(a) REGISTRAR: Posts obtained normally not less than two years afler registration as a 
medical practitioner and held normally for two years: £935 per annum in the first year; £1,061 10s. 


Psychiatry 


per annum in the second and any subsequent years. Wf the post is resident a deduction of £170 Geriatrics . : 
per annum is made Infectious Diseases Radiology 
(b) SENIOR REGISTRAR © Posts obtained normally not less than four years after registration Medicine Radiotherapy 
as a medical practitioner and held normally for four years; £1,210 per annum in the first year; ” 
£1,320 per annum in the sccond year; £1,430 per annum in the third year; £1,540 per annum Neurosurgery Surgery . 
| im any subsequent years If the post is resident a deduction of £200 per annum is made Obstetrics and Thoracic Surgery 
Gynaecology Urology 
ae Other Grades, Whole-time | 7 
; | (a) HOUSE OFFICERS in the following order : 
rs (i) Provisionally registered medical practitioners: £467 10s. per annum for the first posi Consultants, S.H.M.O.s, Registrars. 
. j held; £522 10s. per annum for the second and al! subsequent posts held; Clinical Assistants, J.H.M.O.s, Senior 
; provided that the employing avthority (subject in the case of a Hospital Management Committee House Officers, House Officers, Pre- 
A to the consent of the Regiona! Hospital Board) shal! have discretion to determine that the remun- registrations. 
eration of any officer holding his first post in the National Health Service as a House Officer 
shall be £522 10s. per annum if they are satisfied that the officer has held at least one hospital post 
y outside, of not less than six months’ duration, involving clinical responsibilities equivalent to 
BSS those of house posts in the National Health Service and supervised by appropriate specialist staff . 
(il) Fully registered medical practitioners £577 10s. per annum for any post held; ote 
ae provided that in exceptional circumstances, subject to the consent of the Minister, this rate may ep eceptionists, etc. 
3 | be exceeded by up to £50 per annum where a post cannot be filled otherwise. Oversea Accommodation, etc. 
ry In each case under sub-sections (i) and (ii) above, a deduction of £125 per annum in respect Universit’ and C ulti R t 
onsuiting Rooms. etc. 
‘ | of board and lodging and other services provided shall be made and each post shal! be tenable Resear: 1 . 
| for six months Personal Miscellaneous 
| (6) SENIOR HOUSE OFFICER: Posts obtained by fully registered medica! practitioners r Homes 
4 and held normally for one year only: £819 10s. per annum. If the post is resident a deduction Educational and 
of £150 per annum is made Lectures Agents 
(ce) JUNIOR HOSPITAL MEDICAL OFFICER: Officers who have held house appoint- 


Rates are shown on the Inside Back Cover 


ments but who are neither Senior House Officers nor in one of the registrar grades, who have 

) less responsibility than other hospital officers of non-consultant status, and who have been 

appointed for a limited or an indefinite period, not less than one year after full registration as 

a medical practitioner: £852 10s. by £55 to £1,182 10s. per annum. If the post is resident a 
deduction of £170 per annum is made. 


ALL NATIONAL HEALTH SERVICE HOSPITAL APPOINTMENTS ARE 


MEMBERS ABROAD. Copies of vacancies 
advertised in the Journal can be sem by AIR 
MAIL The minimum cost is 3s, per week, which 
covers up to three separate headings: additional 


IN ACCORDANCE WITH THE TERMS AND CONDITIONS OF SERVICE headings Is. cach 
| OF HOSPITAL MEDICAL STAFF | Please state type of vacancy and remit to the 
(27/8/57) | Advertisemem Director, B.MJ 
. PARTNERSHIPS (Offered) Wanted, South Yorks, semi-rural, Assistant with | TRAINEE GENERAL \ 
ar view Experienced G.P. and obstetrics preferred i 
“XCEI OPPORTUNITY PARTNERS English or Protestant, marricd. with car 
offered by doctor contemplating eventual retirement Furnished house available.—Box A.1461, B.MJ PRACTITIONERS (Vacant) 
S.W. London Suitable man or woman Must 
have capital for property.—Box PA.1564, B.MJ _ Assistant wanted, Nottingham. House available. Wanted, Trainee. Car owner. Pleasant sub- 
No view at present. Salary by arrangement. Suit urban 
. practice, Birmingham. Partnership of two 
married man.—Box A.1664, B.M.J Comfortable accommodation  availabic Ample 
London, Assistant wanted, January. £1.200 time off Maternity. hospital and other experi- 
PARTNERSHIPS (Wanted) inclusive. Car essential, No view.—Box A.1654, | ence.—Box T.165S2, B.MJ 
aa BMJ Trainee for Wirral, Cheshire. Excellent oppor- 
le 
oul EXPERIENCED PRACTITIONER, 32, M.B.. Woman doctor requires an Assistant, single, tunity for experience in obstetrics and pacdiatrics 
B.S.. single, seeks opening in good-class practice either sex. Car owner. No view. Salary £1,150 Salary £1,000 inclusive, plus rent-free picasant 
available for housc.—Box nclusive.-Box A.1472. B.MJ modern house. Rota.—-Box T.1667, BMJ 
4.1659 
ma Trainee, male or female, Partnership practice in 
G.P.. YEARS’ EXPERIENCE, SEEKS PART- 
NERSHIP th to eventual cession 
Replies in eoodence. Box PA 1661. BMJ ASSISTANTS AVAILABLE Trainee required, attractive district.—Apply Dr. 
Kirk, Gullane, East Lothian 
x PARTNERSHIP OR SUCCESSION. EXPERI Assistantship required, M.B.. B.S, St. Mary's Trainee required. Cardiff partnership practice. 
z ENCED Genera! Practitioner 8 Preliminary (London), aged 31 British. married, car Medi- Car essential. Usual salary.Box T.1606, B.MJ 
assistantship. Married. Anaesthetics, obstetrics cine, obstetrics, casualty. Eighteen months’ G.P Trainee required, South Yorkshire. Plenty of 
Box PA.1660, B.MJ Available January 1.—Box A.1655, B.MJ clinical interest with some hospital work. — Box 
i T.isss, BMJ 
-— Assis hip. view preferred, Scottish, 29, single, 
Protestant, HS. H.P., obstetrics, Car Traince wanted, Westminster. Car essential.— 
' ASSISTANTSHIPS VACANT Box 4.1668, BMJ 
Acsistantship with view. English, 40. 
Wanted, Assistant, Liverpool, own car. Live out. enced practitioner. Capital house purchase re- 1 
Rota 1.100 start Box A.1463. BMJ ferably semi-rural Box A.165!1, BMJ LOCU MS (Vacant) . 
Wanted, Assistant with view tnership. ondua 
Outdoor Pleasant district ome London.— Box Male, M.B., B.S.. B.Se., L » avaliable fer Locum, first or second week January. Liverpool. 
4.1582, BMJ week-end duties in London. Driver. but not | Resident (accommodation for wife). 22 guineas. — 4 
Wanted. Female with view. Lead car owner.—S!, Belsize Park Gardens, N.W.3 Box L.1579. B.MJ 
area. Obstetrics an advantage. Good salary.—Box Part-time Assistant available. Furnished accom- Locum wanted immediately, for singie-handed 1 
A.1653, BMJ modation required Married couple, both Edin- practice for at least three months. Traince icaving 4 
OPHTHALMIC ASSISTANT REQUIRED C.P.C. burgh graduates. East London or Iiford preferred February. Flat available.—Starling, Eccte:hall, near 
list. Box A.1662, B.M.J. "Phone Valentine 6127. 


soe 
; 
- 
: 
= . 


Dec. 28, 1957 


Locums (Vacant)}—contd. 
Chetmsford amd Essex and St. John’s Hospital 


Resident Locum Anaesthetic Registrar 
required Applications to Secretary, Cheimsford 
Hospital Management Committee, London Road. 
Chelmsford, Essex (2269) 


General Hospital, Rochford, Essex (620 beds) 


Lecum Registrar 


required for chest unit at the General Hospital, 
Rochford, on a@ month to month basis, pending 
post being filled by the Regional Hospital Board. 
Post vacamt January 1, 1958 Apply immediately 
to the undersigned.—J. C. Ficld, Secretary, 
Management Committee Offices, Genera! Hospital. 
Rochford, Essex (3665) 


Hastings Group Hospital Management Committee 


Locum Senior House Officer (Anaesthetics) 
required for duties within the Group Married 
quarters available if required Post vacant from 
January 1, 1958. Salary £15 19s. per week. Apply 
to Group Secretary, 11, Holmesdaic Gardens 
Hastings, giving details of qualifications, experience 
and names of referees. (3$22) 


BRITISH MEDICAL JOURNAL 


Worthing Group Hospital Management Committee 
Southlands Hospital, Shoreham-by-Sea, Sussex 
Locum Tenens House Surgeon 
general surgical duties, immediately Applications 


to Secretary, Southlands Hospital, Shorecham-by- 
Sea.—A. V. Oakton, Group Secretary (2182) 


LOCUMS (Available) 
Experienced general practitioner available to do 


focums or part-time assistantship in East Suffolk 
or North Essex. Car owner.—Tei. Shoticy 252 


APPOINTMENTS 


ANAESTHETICS 


CANADIAN RED CROSS MEMORIAL 
HOSPITAL, Taplow, near Maidenhead 


RESIDENT ANAESTHETIC REGISTRAR 


required. Post recognized for F.F.A.R.C.S. Appli- 
cation forms obtainable from, and returnable to. 
Secretary, Windsor Group H.M.C.. Alma Road. 
Windsor, by January 4 (3161) 


REPLIES TO BOX NUMBER 
ADVERTISEMENTS 

The names and addresses of ad- 
vertisers using box numbers are 
held by us in strict confidence and 
cannot be disclosed Applications 
should be separately enclosed and | 
clearty addressed : 

Box 
British Medical Journal, 
B.M.A. House. 

Tavistock Square, WC.1 | 
All communications are  for- | 
warded to advertisers under plain | 


cover. 

It is not possible for this office 
te accept messages for 
relay to advertisers, 


L 


Laton and Dunstable Hospital, Luton, Beds 
Locum Anaesthetic Registrar 


required from January 1, 1958, until permanent 
apooinument is made Applications, giving full 
particulars and names of referces, to Secretary, 


Luton and Dunstable Hospital, Luton, Beds, (3213) 


Medway and Gravesend Hospital Management 
Committee 


Gravesend and North Kent Hospital, 
Grvsesend, Kent 


Locum Orthopaedic Registrar 


required for a period of approximately 16 wecks 
from January 9, 1958. Applications immediately to 
Group Secretary, 20. ‘Star Hill, Rochester, (3710) 


Rybope General Hospital, Ryhope, near Sunderland 
Locum Junior Hospital Medical Officer (Surgery) 


required for three or four months from January 
15, 1958. Previous expericnce in operative surgery 
is desirabic. Apply immediately, naming two 
referees, to the Hospital Secretary, Lecholm Hos- 


pital, Easington, Co. Durham (3601) 
Sheffield Regional Hospital Board 
Locum Resid or Non-resident Registrar 
(Psychiatry) 


required immediately at Kingsway Hospital, Derby. 
for approximately three months. Apply to Secre- 
tary, Shefficid Regional Hospital Board, Old Ful- 
wood Road. Shefficid. naming two referees. (3539) 


The Miller General Hospital (180 beds), 
Greenwich, S.E.10 
Locum Resident Surgical Officer 
required for period February 2 to 22 (inclusive) 
Salary £19 Ss. weekly, less residence charge. Tele- 
phoue GRE 2655, Ext. 117 (3703) 


West Suffolk General Hospital, Bery St. Edmunds 


(262 beds) 
Locum Tenens House Surgeons 
(pre-registration) required for (i) gynaecological 
and obstetric duties, and (ii) orthopaedic and 


casualty duties. for periods during the first three 
weeks of January. Applications to Hospital Secre- 


tary (Telephone No. Bury St. Edmunds ie 


N.E. METROPOLITAN REGIONAL HOSPITAL 
BOARD 


ANAESTHETIC REGISTRAR (Resident) 
‘ord and Essex and St, Joha’s Hi 
Cheimsford, Essex 
with duties also at Broomficld Hospital, for 
thoracic surgcry. Post recognized for D.A. and 


(Resident or non-resident. 
bungalow may be available), 
Black Notley Hospital, Braintree Essex, 

and ccher hospitals in the Colchester Group. 

Appointments subject to review after one year. 
Application forms from Sccretary, lla, Portland 

Place, W.1, to be returned by January 11. 1958 
(3719) 


WELSH REGIONAL HOSPITAL BOARD 
REGISTRAR IN ANAESTHETICS 
based Bridgend General Hospital. Hospital recog- 
nized for F.F.A.R.C.S Resident / non-resident 
Subject to review end of first year. Application 
forms from §$.A.M.O.. Temple of Peace, Cathays 
Park, Cardiff. within 14 days (3653) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following ap- 
pointment, which will be for ome year in the first 
instance 

REGISTRAR IN ANAESTHETICS 
Glasgow, with 


based at the Victoria Infirmary. 
duties also at Hairmyres Hospital, East Kilbride 
Applications (12 copies), stating date of birth 


qualifications, experience, present appointment, and 

the names of three referees, to reach the Secre- 

tary, Western Regional Hospital Board, 64, West 

Regent Street, Glasgow, C.2, by January 11, 1958 

(3667) 

SOUTH-EAST NORTHUMBERLAND HOSPITAL 
MANAGEMENT COMMITTEE 


JUNIOR ANAESTHETIST 
Junior Hospital Medical Officer or Senior’ House 
Officer grade, according to experience. Post recog 
nized under Fellowship and Diploma Regulations 
Applications, with names of two referees, to Group 
Secretary, Preston Hospital, North Shicids. (3541) 


BLACKPOOL VICTORIA HOSPITAL (354 beds) 


SENIOR HOUSE OFFICER (Anaesthetics) 
Post recognized for F.F.A.R.C.S. and DA. and 
vacant from mid-December. This is a busy general 
hospital! offering a sound and varied experience in 
anaesthetics Applications, giving age, qualifica- 
and the names and addresses of 


tions, experience 
two referees, should be sent to the Hospital 
Secretary (3542) 


NOTTINGHAM GENERAL HOSPITAL 
SENIOR HOUSE OFFICER (Anaesthetics) 
required about January 14, 1958. The post i 
recognized for the D.A. and the F FARCS 
This is a busy general hospital, giving ¢xpericnce 
in all branches of surgery Applications, stating 
age, nationality, qualifications and experience. 
together with copies of testimonials, to be sent to 
the Group Secretary (3218) 


QUEEN CHARLOTTE’S and CHELSEA 
HOSPITALS 


ANAESTHETIST (Senior House Officer) 
Resident post tenable for six months in the first 
instance from a date as soon after January |, 1958, 
as can be arranged. for duties at both hospitals 
Post recognized for the purpose of the F.F.A.R.C.S 
Applications to the House Governor immediately 
on forms obtainable from 339, Goldhawk Road. 
London, W 6. (3737) 
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QUEEN. CHARLOTTE’S and CHELSEA 
HOSPITALS 


ANAESTHETIST (Senior House Officer) 


Residemt post tenable for six months from April | 
1958, in the first instance, for duties at both hos 
Pitals. Post recognized for the purpose of the 
F.F.A.R.C.S. Applications to the House Governor 
by January 13, 1958, on forms obtainable from 339 
Goildhawk Road, London, W.6 (3736) 


ST. PETER’S HOSPITAL, Chertsey, Surrey 
(Late Botleys Park War Hospital), 430 beds 


SENIOR HOUSE OFFICER ANAESTHETIST 


required February, 1958. Appointment recognized 
for D.A. and F.F.A.R.C.S. Salary in accordance 
with terms and conditions of National Health 
Service Applications, together with names and 
addresses of referees, to Physician Superintendent, 
St. Peter's Hospital, as soon as possibic (3173) 


SOUTHAMPTON GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Anaesthetics) 


for the Anaesthetic Department of the Southamp 
ton Group of Hospitals Special facilities for 
working for F.F.A.R.C.S. and D.A. Applications. 
with copies of testimonials, should be forwarded 
as soon as possible to the Group Secretary, South- 
ampton Group Hospital Management Commitice. 
Bullar Street, Southampton (3647) 


THE LEICESTER ROYAL INFIRMARY 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Anaesthetics) 


vacant mid-February. The appointment includes 
duties at both the Leicester Royal Infirmary and 
the Leieester General Hospital! Recognized for 
the D.A., F.F.A.R.C.S. Applications, stating age. 
Qualifications and experience, togcjher with copies 
of recent testimonials, to Group Secretary, Leicester 
No. 1 Hospital Management Committee, the 
Leicester Royal Infirmary, by January | (3163) 


(A) THE MILLER GENERAL HOSPITAL 
(180 beds) 
(B) ST. ALFEGE’S (367 beds) 


Greenwich, S.E. 
(Recognized for D.A. and F.F.A.R.C.S.) 


RESIDENT SENIOR HOUSE OFFICER 
(Anaesthetics) 


Vacant approximately January 21. Appoimment 
initially at hospital (B) for six months, followed. 
if mutually agreed, by a similar period of service 
at hospital (A). Applications and testimonials to 
Secretary, G. and D M.C.. Hospital (B), by 
January 6 (3347) 


WARRINGTON INFIRMARY (172 beds) 


Applications are invited for the post of 


RESIDENT ANAESTHETIST 
(Mate or Female) (Graded as Senior House Officer) 


The Hospita! is recognized for the D.A. examina- 
tion. Salary is £819 10s. per annum, icss a de- 
duction of £150 per annum for residential emolu- 
ments. Applications, stating qualifications and ex- 
perience, should be sent to :. Henry L. Boot, Group 


Secretary, Warrington and District Hospital Man- 
agement Committee, c/o General Hospital, War- 
rington, Lancs. (3422) 


CASUALTY 
OLDCHURCH HOSPITAL, Romford, Essex 


CASUALTY REGISTRAR (Resident) 


Appointment subject to review after one year. 


Application forms, from Secretary, N.E. Metro- 
politan Regional Hospitai Board, iia, Portland 
Piace, W.1, to be returned by January 11, 1958 

(3720) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Isle of Wight Groap Hospital Management 
Committee 


CASUALTY AND ORTHOPAEDIC OFFICER 


required end January, 1958, at the Royal LW. 
County Hospital, Ryde, either as Registrar (£935 
to £1,061 10s.) or as Junior Hospital Medical 
Officer (£852 10s. by £55 to £1,182 10s.) The 
appointment is resident, married of single accom- 
modation being available. and is recognized for 
the F.R.C.S. Forms of application may be obtained 
from the Group Secretary, Hospital Management 
Commit:ee, Clatterford House, Carisbrooke, LW 
and should be returned not later than J 
1958. 


16 


Casualty—contd. 
GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE 


Swarsea Hospital (413 beds), Swansea 


Applications are invited from registered medical 
Practitioners for the appointment of 
CASUALTY OFFICER 

of Junior Hospital Medical Officer arade, at the 

above hospital. Resident or non-residemt. Immediate 


vacancy Full particulars, stating age. qualifications 
and experience, together with the names of two 
referees, should be forwarded to the Secretary of 


the hospital.-T. E. Jones, Group Secretary. (3184) 


HUDDERSFIELD ROYAL INFIRMARY 
(285 beds) 


Applications are invited for the post of 
CASUALTY OFFICER 
The post, which is resident, is recognized under the 
Fellowship Regulations and will be graded cither 
J3.H.M.O. or $.H.0. according to experience. Duties 
terminate at 7 p.m., with one night weekly on call 
applications for the appointment. which will be 
vacant on January 23, 1958, should be accompanied 
by copies of three recent testimonials and addressed 
to the undersigned.—H. J. Johnson. Group Secre- 
tary, the Roya! Infirmary, Huddersficid (3092) 


ROVAL SUSSEX COUNTY HOSPITAL, Brighton 


SENTOR CASUALTY OFFICER 
non-residem, required mid-December 
Recognized for F.R.C.S Applications as locum 
or for permanent post, stating usual particulars 
and the names of two referees, to the Admiaistra- 
tive Officer (9366) 


WEST MANCHESTER H.M.C. 


Applications are invited for the full-time non- 

residem post of 
CASUALTY OFFICER 

<araded as 1.H.M.O.) at the above hospital. This 
is a new post, and the successful applicant will be 
required to take up the appointment as soon as 
possible. The appointment is subject to a limited 
tenure of four years. Applicetion forms from the 
Group Secretary. (3373) 


BURY AND ROSSENDALE 
MANAGEMENT COMMITTEE 


Bary General Hospital 


Applications are invited “for the post of 
SENIOR HOUSE OFFICER 
in Casualty aad Orthopacdics 
This post is recognized for the F.R.CS. Full 
details, including nationa:ity, age, qualifications and 
experience, with the names of two referees, should 
be forwarded to H. Wilkinson. Group Secretary 
Bury General Hospital, Bury. Lancs (3358) 


CONNAUGHT HOSPITAL, Walthamstow, 
(123 beds) 


Applications are invited for the post of 
CASUALTY OFFICER aed DEPUTY RESIDENT 
SURGICAL OFFICER 
araded as Senior House Officer. Recognized for 
FRCS. Salary £819 10s. per annum. less £150 
per annum for board, lodging, etc Applications, 
with full details and copies of two recent testi- 
monials, should be sent immediately to Secretary. 
Forest Group H.M.C., Langthorne Road, E.11 

(3174) 


CONNAUGHT HOSPITAL, Walthamstow, E.17 
(123 beds) 
Applications are invited for the post of 
SECOND CASUALTY OFFICER 
with duties in the Department of Orthopaedic and 
Traumatic Surgery (Senior House Officer grade). 
recognized for F.R.CS Salary £819 10s 
aonum, less £150 per annum for board, lodging, 
etc. Applications, with full details and copies of 
two recent testimonials. should be scent immediately 
to Secretary, Forest Group H.M.C.. Langthorne 
Road, E.11 (3221) 


ILFORD AND BARKING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


There will be a vacancy for a 
CASUALTY OFFICER 

at Kine George Hospital on January 27, 1958, at 
a@ salary of £819 10s. per annum, resident or non- 
resident. Senior House Officer grade. This post 
is recognized for the F.R.C.S. Applications, giving 
full pacticulars and accompanicd by testimoniais. 
should be sem to the undersigned within seven 
days of the appearance of this advertisement 

H. F. Harris, Group Secretary, King George Hos- 
pital, liford. (3185) 
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(General, 157 beds 


Applications for the 12 months’ resident appoint- 
ment, vacant January 27. © 
SENTOR CASUALTY OFFICER 
(Senior House Officer grade) should reach the 
Growp Secretary, Hackney Hospital, E.9, by 
January 6 (3613) 


KETTERING AND DISTRICT GENERAL 
HOSPITAL 


CASUALTY OFFICER (Senior House Officer) 
Recognized for F.R.C.S. 

The above post, vacant December. 1957, offers 
wide experience of all traumatic conditions, includ- 
ing fractures and some orthopaedic cases, with 
charee of 3 beds Applications, accompanied by 
testimonials, to be sent to the Group Secretary. 
General Hospital, Kettering (3351) 


KINGSTON GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Kingston Hospital, Wolverton Avenue, 
Kingston-on- Thames 


Applications are invited from suitably qualified 

medical officers for the post of 
LOCUM SENIOR HOUSE OFFICER 
(Orthopacdic and Casualty) 

for approximately one month from January 20. 
1958 Applications, stating age. qualifications afd 
experience, with two recent testimonials, should 
reach the Physician Superintendent of the hospital 
as soon as possible (3543) 


MAIDSTONE, WEST KENT GENERAL 
HOSPITAL (141 beds) 


Mid-Kent Hospital Management Commitice 
CASUALTY OFFICER (Senior House Officer) 
(Recognized for F.R.C.S.) 

Salary £819 108. a year, less £150 a year for board 
and lodging. Post vacant February, 1958. Appli- 
cations to the Administrative Officer at the hospital! 

(9407) 


MERTHYR AND ABERDARE HOSPITAL 
MANAGEMENT COMMITTEE 


St. Tydfil’s Hospital, Merthyr Tydfil (375 beds) 


Applications are invited for the following post: 
RESIDENT SENIOR HOUSE OFFICER 
(Casualty) 

Apply immediately, with full particulars and copies 
of two recent testimonials. to Group Secretary, St 
Tydfil’s Hospital, Merthyr Tydfil. (7377) 


ROVAL GWENT HOSPITAL, Newport, Moa 
(264 beds, 10 residents, Recognized for F.R.C.S.) 
SENIOR HOUSE OFFICER 
required for Casualty Department end of January 
The department. which was recently rebuilt, is 
under the full-time charge of an S.H.M.O., and 
there are two S105 Excellent experience. 
Resident or non-resicent. Salary £819 10s.. less 
£150 if resident. Write, quoting two referees, to 

A. Jones, Group Secretary, 64. Cardiff Road, 
Newport, Mon (3222) 


ROYAL NORTHERN HOSPITAL 
Holloway, N.7 


Applications are invited for the post of 
CASUALTY OFFICER 

(S.H.O. grade), with duties in the Ophthalmic 

Department, vacant January 26, 1958. Recognized 

for F.R.C.S. Applications to be sent to the Hos- 

pital Secretary by January 7, 1958. (3648) 


STOCKPORT AND BUXTON HOSPITAL 
MANAGEMENT COMMITTEE 


Stockport Infirmary 


Applications invited for the post of 
SENIOR HOUSE OFFICER 
Casualty Officer) 
Hours of duty : 8.30 a.m. to 4.30 p.m. Monday to 
Friday ; 8.30 a.m. to 12 noon Saturday. The post 
is recognized under F.R.C.S. regulations, and 
would suit a candidate wishing to study for higher 
qualifications. It is vacant January 1, 1958. Appii- 
cations, stating age, qualifications and experience. 
together with copies of two testimonials, to be 
addressed to the Secretary, Stockport and Buxton 
H.M.C.. Shaw Heath, Stockport, Cheshire 
(3283) 


Dec. 28, 1957 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Stockton and Thornaby Hospital, Stockton-on-Tees 
Applications are invited for the post of 
SENIOR HOUSE OFFICER 
in the Casualty Department at the above-namco 
hospital, which is in charge of a Senior Casualty 
Officer The post. which is vacant shortly, is 
recognized for the F.R.C.S. examination and time 
for study is available Applications, stating fui! 
details and giving two referees, should be addressed 
to the Hospital Secretary (9598) 


THE UNITED LIVERPOOL HOSPITALS 
Royal Liverpool Children’s Hospital 


Applications are invited for the post of 
SENIOR CASUALTY OFFICER (S.H.0. grade) 
residemt or non-residen’, ‘cr the year April 1, 1958 
to March 31, 1959 Apply, by January 15, 1958 
on form obtainable from the Secretary, the United 
Liverpool Hospitals, 80. Rodney Street, Liver- 
pool, 1. (3624) 


TORBAY ‘IOSPITAL, Torquay 


RESIDENT CASUALTY OFFICER 
(Senior House Officer status) required approximately 
December 23, 1957. There ista compiement of six 
Resident House Officers Applications, stating 
qualifications, nationality, age (quoting Ref. F.955 
86). with copy testimonials, to the Group Secretary 
Torquay District Hospital Management Commitice. 
Torbay Hospital, Torquay, S. Devon (8722) 


VICTORIA wes FOR SICK CHILDREN 
Park Hull 


SENIOR HOU SE OFFICER 
required, to commence on February 3, 1958. Duties 
are those of Casualty Officer, and offers good 
experience The successful candidate will be 
expected to supervise the other Junior House 
Officers, and should apply. giving testimonials. to 
the Hospital Secretary at the above address, (3401) 


WANSTEAD HOSPITAL, Hermon Hill, E11 
(191 beds) 
Applications are invited for the post of 
CASUALTY OFFICER 

(recognized for F.R.C.S.). graded Senior House 
Officer. Vacant January 1, 1958. Salary £819 10s 
per annum. less £150 per annum for board, lodging. 
etc. Applications, with full details and copies of 
two recent testimonials, should be sent immediately 
to Secretary, Forest Group H.M.C.. Langthorne 
Road, E.11 (3224) 


ASHFORD HOSPITAL. Ashford, Kent 


HOUSE SURGEON (Casualty with Orthopaedics) 

This acute general hospital offers wide gencral 
and practical experience in medicine and surgery 
in addition to routine duties. Post, which is now 
vacamt, is recognized for pre-registration service 
and by the Royal College of Surgeons for the 
F.R.C.S. examination. Salary £467 10s.. £522 10s. 
or £577 10s. a year. according to experience. less 
£125 a year for residential emoluments. Applica- 
tions, stating qualifications, experience, and the 
names and addresses of two referees, to the Group 
Secretary, South-East Kent Hospital Management 
Committee, Ash-Eton.” Radnor Park West, 
Folkestone (3649) 


CHEST AND TUBERCULOSIS 
(see also THORACIC SURGERY) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Applications invited for the resident post of 
REGISTRAR 
for the chest unit at Monsall Hospital, Manchester 
The unit comprises 96 tuberculous and 48 non- 
tuberculous beds and offers excellent experience 
in thoracic medicine and surgery The appoint- 
ment also includes duties at the out-patient clinic 
held at the Northern Hospital, Manchester. Appli- 
cations, stating age, present post, experience. and 
names of two referees, to be forwarded immediately 
to the Secretary, Monsall Hospital, Newton Heath, 
Manchester, 10 (3608) 


TAUNTON HOSPITAL MANAGEMENT 
COMMITTEE 


Taunton and Somerset Hospital 


Applications are invited fa for the post of 
SENIOR HOUSE 
(Casualty and 
Post vacant mid-January ~~ stating 
age, nationality, and qualifications, together with 
the names of two referees, should be forwarded 
to the Group Secretary, Taunton and Somerset 
Hospital, Musgrove Park Branch, Taunton, Somer- 
set. (3223) 


STOKE-ON-TRENT GROUP 


MEDICAL REGISTRAR (Chest Diseases) 
Duties alternating between Cheshire Joint Sana- 
torium, City General Hospital and Stoke-on-Trent 
Chest Clinic. Post offers wide experience in the 
investigation and medical and surgical treatment 
of tuberculosis and other chest diseases. Resident 
or non-resident Possibility of married accom- 
modation becoming available later Application 
forms, from Secretary, H.M.C., Princes Road, 
Stoke-on-Trent, to be returned by January 6, 1958. 
Candidates may visit hospital. (3544) 
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Chest and Tuberculosis—contd. 


SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


REGISTRAR 
w the Respiratory Diseases Unit, from March 7 
1958, for the period of one year in the first in- 
stance. Duties will be with cither the Edinburgh 
Royal Victoria and Associated Hospitals or the 
Edinburgh Northern Group of Hospitals, and may 
involve work with both tuberculosis and non- 
tuberculous diseases of the chest The post is 
associated with the Department of Tuberculosis and 
Diseases of the Respiratory System, University of 
Edinburgh, and the holder will be expected to 
assist with teaching and research Apply, giving 
particulars of age, qualifications and previous ex- 
perience, and the names of two referees. to the 
Secretary, 11, Drumsheugh Gardens, Edinburgh, 3. 
by January 11, 1958 (3676) 


BOARD OF MANAGEMENT FOR GREENOCK 
AND DISTRICT HOSPITALS 


Applications arte invited from suitably qualified 
medical practitioners for the following appoint- 
ment 

The Sanatorium, Bridge of Weir 

RESIDENT JUNIOR HOSPITAL MEDICAL 


OFFICER 
Experience in the diagnosis and treatment of 
tuberculosis is desirable but not essential Appli- 


cations, giving details of age, experience and quali- 
fications, together with copies of three testimonials, 
should be forwarded to the Secretary and Treasurer 
at Headquarters, 47, Eldon Street, Greenock. within 
14 days from date of insertion The appointment 
will be subject to the National Health Service 
(Scotland) (Superannuation) Regulations (3687) 


DIDWORTHY CHEST HOSPITAL, South Brent. 
Devon 


Aplications are invited from registered medical 

practitioners for the post of 

ASSISTANT MEDICAL OFFICER 

(.H.M.O. grade) at the above hospital. This is a 
hospital of 128 beds for the treatment of pulmonary 
tuberculosis and includes a major thoracic surgery 
unit. Unfurnished bungalow available on hospital 
estate Applications, stating age, nationality, and 
qualifications, togcther with names of two referees, 
should be sent, as soon as possible, to the Group 
Secretary, Plymouth Special Hospital Management 
Committee, 8, Nelson Gardens, Stoke. Plymouth 
(3354) 


MIDDLETON HOSPITAL, Ilkley (430 beds) 
RESIDENT JUNIOR HOSPITAL MEDICAL 
OFFICER 


required at the above hospital. This appointment 
provides for experience in the specialties of tuber- 


culosis and gcriatrics Applications, stating age 
nationality, qualifications and experience, to Hos- 
pital Secretary (3367) 


BARROWMORE HOSPITAL, Great Barrow. 
Chester 


IMPORTANT NOTICE 


APPOINTMENTS 
Medical practitioners are requested 
not to apply 


for any appointment specified in this 
notice or for any appointment v~*~r an 
authority referred to in this no, wh- 
out first communicating with the Secre- 
tary of the British Medical Association, 
B.M.A. House, . Tavistock Square. 
London, W.C.1, or, in the case of the 
Irish appointments, with the Medical 
Secretary of the Irish Medical Associa- 
tion, 10, Fitzwilliam Place, Dublin, or, 
nun. the case of appointments under the 
Queensland State Government Insurance 
Office, with the Honorary Secretary, 
Queensland Branch, B.M.A., 88, 
L’Estrange Terrace, Kelvin Grove, W.1, 
Brisbane, Queensland, to learn the views 
of the Association regarding the terms 
and conditions of service pertaining to 
the appointments : 
CORPORATION OF GLASGOW. 
Medica! Assistant Bacteriologist 
NATIONAL DOCK LABOUR BOARD 
Regional Medical Officer/ Assistant Medica’ 
Officer 
REPUBLIC OF IRELAND. 
PORTIUNCULA HOSPITAL, 
BALLINASLOE, CO. GALWAY. 
* Resident and Visiting Medical Staff 
QUEENSLAND STATE GOVERNMENT IN. 
SURANCE OFFICE. 


By Order of the Council, 
A. MACRAE, 


December 19, 1957. Secretary. 


BARNET GENERAL HOSPITAL 
Wellhouse Lane, Barnet, Herts 


RESIDENT HOUSE PHYSICIAN 
required for six months commencing January 6, 
1958. Good experience in modern treatment of 
pulmonary tuberculosis, with duties in the Barnet 
Chest Clinic Applicstions, with details of quali- 
fications and exr’ ¢. to Hospital ee 

(3134; 


DENTAL 


MALE SENIOR HOUSE OFFICER (Medical 
required. Salary £819 10s. per annum, less £150 
for residence. The hospital is modern and for the 
treatment of pulmonary tuberculosis It contains 
a Regional Thoracic Surgical Unit and a General 
Chest Ward Applications from ex-patients con- 
sidered. Enquiries and applications, stating names 
of two referees. to be sem to Physician Superin- 
tendent, (3307) 


CREATON HOSPITAL, near Northampton 
(138 beds) 


Applications are invited from suitably qualified 
medical practitioners for the post of 
SENIOR HOUSE OFFICER 
The hospital has 138 beds, and is for the treatment 
of both pulmonary and non-pulmonary tuberculosis 
There is a major thoracic surgical unit for T.B 
and non-tuberculous diseases of the chest. Appli- 
cations, stating age, experience and qualifications. 
together with the names and addresses of two 
referees, should be sent to the Secretary, North 
ampton and District Hospital! Management Com- 
mittee, General Hospital, Northampton, within 
seven days of the appearance of this a 
(3545) 


KENT AND CANTERBURY HOSPITAL 
Canterbury (277 beds) 


SENIOR HOUSE PHYSICIAN 
The above post will be vacant at Stodmarsh Road 
Annexe early in January, 1958. Duties will include 
care of 30-bedded unit of chest diseases, also work 
at the chest clinic and with the pneumoconiosis 
unit. N_HS. salary and conditions. Applications 
together with ceoies of two recent testimonials, 
to be addressed to the Hospital Secretary at the 
above hospital. (3345) 


THE UNITED LIVERPOOL HOSPITALS 
Liverpoot Regional Hospital Board 


Applications are invited for the whole-time 
appointment of 

SENIOR DENTAL OFFICER 

RTHODONTICS 

to take up om Ms April, 1958. The duties com- 
prise seven notional half-days a week in the United 
Liverpool Hospitais (which includes Liverpool 
Denta! Hospital) and four notional half-days with 
the Liverpool Regional Hospital Board Candi- 
dates should have had experience of orthodontic 
practice and an appropriate postgraduate qualifica- 
tion would be an advantage. Applications, giving 
full particulars of ae, qualifications, etc.. and 
details of present and previous appointments, 
together with the names of three referees, should 
reach the Secretary, the United Liverpoo! Hospitals, 
80, Rodney Street, Liverpool, 1, by February |. 
1958 (3689) 


DERMATOLOGY 
THE UNITED SHEFFIELD HOSPITALS 


App'‘ications invited for the non-resident post of 
REGISTRAR 

in the Rupert Hallam Department of Dermatology 
at the above hospital Applications, stating age, 
qualifications and experience, with the names of 
three referees. should be sem to the Chief Admin- 
istrative Officer, United Shefficid Hospitals. West 
Street, Sheffield, 1, not later than January 4, 1958 


(3438) 
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THE UNITED BIRMINGHAM HOSPITALS and 
THE HOSPITAL 
A 


Applications are invited for the whole-time 
post of 
DERMATOLOGICAL 
R STRAR 
(Senior Registrar or Registrar grade) 
Duties will include sessions at the Queen Elizabeth 
Hospital and other units of the United Birmingham 
Hospitals, and at hospitals of the Birmingham 


Regional! Hospital Board Candidates must be’ 
registered medical practitioners and have had! 


Previous experience in the specialty For appoint- 
ment to Senior Registrar grade candidates should 
possess the M.R.C.P. Forms of application may 
be obtained from the Secretary. United Birming- 
ham Hospitals, Queen Elizabeth Hospital, Birming- 
ham, 15, and should be returned not later than 
January 11, 1958 607) 


EAR, NOSE, AND THROAT, ETC. 


INFIRMARY, Sunderiand 
Ear, Nose and Throat Department 


JUNIOR HOSPITAL MEDICAL OFFICER 
OR SENIOR HOUSE OFFICER 


according to experience, required for general duties 
in the above department, comprising 58 beds, and 
based at the above hospital. Appointment on the 
Junior Hospital Medical Officer grade for one year 
in the first instance. up to a maximum of four 
years. Post recognized for the F.R.C.S. Salary in 
accordance with Whitley Council decision. Apply 
immediately, giving full details and naming two 
referees, to the Hospital Secretary, Royaj Infir- 
mary, Sunderland (3602) 


CUMBERLAND INFIRMARY, CITY GENERAL 
HOSPITAL AND CITY MATERNITY 
HOSPITAL, Carliste 


Applications are invited for the appointment, 
vacamt as from February 1, 1958, of 

SENIOR HOUSE OFFICER 
in ear, nose and throat for a period of 12 months 
Apply to the Group Secretary, Cumberland Infir- 
mary, Carlisle (9950) 


HULL “A” GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 


in the E.N.T_ Department of the Victoria Hospitai 
for Sick Children and the Hull Roya! Infirmary 
The post, which is now vacant, is recognized for 
the F.R.C.S. and D.L.O. Applications, with testi- 
monials, should be seat to the Hospital Secretary, 
Victoria Hospita| for Sick Children, Park Sireet, 
Hull (3285) 


NORTHAMPTON GENERAL HOSPITAL 
(500 beds) 


Vacancy February 1, 1958, for 
SENIOR HOUSE OFFICER 


Ear, Nose and Throat Department. Recognized 
for F.R.C.S. and for D.L.O Appointment to 
September 30, 1958, in first instance. Applications, 
as soon as possible, to S. G. Hill, Superintendent 

(8574) 


READING AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER 


for E.N.T. Department, Roya! Berkshire Hospital, 
Reading (40 beds) Post recognized for D.L.O. 
Applications, stating age, nationality, experience 
and qualifications, together with names of two 
referees, should be sent to Group Secretary, 3, 
Craven Road, Reading. (9833) 


THE LEICESTER ROYAL INFIRMARY 


Applications are invited for the resident post of 
SENIOR HOUSE OFFICER 


in the Ear. Nose and Throat Department, for a 
period of twelve months commencing January | 
The post is recognized for the D.L.O. and F.R.CS 
Applications. stating age, qualifications and experi- 
ence. together with copies of recent testimonials, to 
the Group Secretary, No. | Hospital Management 
Committee, the Leicester Royal Infirmary, forth- 
with (9224) 


IMPORTANT : All intending applicants 
should read the revised NOTICE at the 


top of page 14 


Ear, Nose, and Throat, etc.-—contd. 


TAUNTON HOSPITAL MANAGEMENT 
COMMITTEE 


Taunton ard Somerset Hospital 


Applications are invited for the post of 
HOUSE OFFICER (E.N.T.) 
Post vacant now Post-registration appointment, 
recognized for F R.C.S. and D.L.O Applications, 
stating age, nationality and qualifications, together 
with the names of two referees, should be for- 
warded to the Group Secretary, Taunton and 
Somerset Hospital, Musgrove Park Branch 
Taunton, Somerset (3229) 


THE UNITED CAMBRIDGE HOSPITALS 
Addenbrooke's Hospital, Cambridge 


HOUSE OFFICER 


(E.N.T. Department) for six months from mid- 
February Pre-registration (surgical) or post-regis- 
tration applications will be considered Apply to 


the Secretary by January 4, stating age, nationality, 
qualifications and experience (with dates), and with 
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NORTH-EAST METROPOLITAN REGIONAL 


HOSPITAL BOARD 


PART-TIME CONSULTANT PHYSICIAN 
IN ENDOCRINOLOGY 


to the West Ham Group of Hospitals for three 
sessions a week (including one evening scssion) 
Duties to include charge of the Diabetic Clinic at 
Queen Mary's Hospital, Stratford Applications 
(six copies), and names of three referees, should 
reach the Secretary, Ila, Portland Place, London. 
W.1, by Saturday, January 25 (3721) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following ap- 
pointment : 
CONSULTANT PHYSICIAN 
based at Ballochmyle Hospital. Mauchline, and 


with duties at other hospitals in the Ayrshire arca 
as may be arranged The appoimtmment will be 
whole-time or on the maximum part-time basis of 
nine notional half-days per weck Applications (16 


copies), stating date of birth, qua’ifications, cx- 
perience, present appointment, and the names of 
three referees, to reach the Secretary, Western 


Regional Hospital Board. 64, West Regent Street, 
Glasgow, C.2, not later than W days after the 
publication of this advertisement (3668) 


copies of three testimonials Interviews late 
January G5%6) 
THE ROVAL HOSPITAL, Wolverh 
(Ae associated hospital of the 
University Medical School) 
HOUSE OFFICER (Pre-registration) 
E.N.T. Department, recognized for the D.L.O and 
F.R.CS. examinations. Vacant March |. Apply 
giving age and qualifications, with copies of two 
testimonials, to the Hospital Secretary (Pr 3001) 


GERIATRICS 

HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Kingston General Hospital, Hull (419 beds) 


Applications are invited for the post of 
SENIOR HOUSE PHYSICIAN 
Duties in an active geriatric unit for the investiga- 
tion and treatmem of acute and long-term iliness 
Residemt post Applications, with ful) particulars, 
to the Hospital Secretary G27 


BRADFORD (A) AND (B) HOSPITAL 
MANAGEMENT COMMITTEES 
JUNIOR HOUSE OFFICER 
required for Geriatric Admission Unit. Post vacant 
February 1, 1958. Major portion of duties carried 
out at St. Luke's Hospital, Bradford. Applications, 
stating ag¢, nationality, qualifications and cxperi- 
ence, and copies of testimonials, to the Secretary. 
Royal Infirmary, Bradford, Yorks (3368) 


INFECTIOUS DISEASES 
WESTERN HOSPITAL. Seagrave Read, Futhem, 


Applications are invited for appointment as 
REGISTRAR (Infections Diseases) 
Post vacant March 26, 1958 The hospital is the 
Regional Centre for the treatment of respiratory 
complications of poliomyelitis, and has facilitics 
for research. Candidates may visit the hospital by 
atrangememt with the Physician Superintendent 
Applications (five copies) to be submitted by 
January 10, 1958, on forms obtainable from, and 
returnable to, Group Secretary, $, Collingham 
Gardens, London, (3705) 


BOARD OF MANAGEMENT FOR GREENOCK 
AND DISTRICT HOSPITALS 


invited from suitably qualified 
following appoint- 


Applications are 
medical practitioners for the 
ments 

Gateside Hospital, Greenock 
RESIDENT JUNTOR HOSPITAL MEDICAL 
OFFICERS 
Good experience offered in the diagnosis and treat- 
ment of infectious including venereal 
discases Well-cquipped clinica! laboratory. Appii- 
cations, giving details of age, experience and quali- 
fications, together with copies of three recent 
testimonials of names of referees. should be 
forwarded to the Group Secretary and Treasurer, 
47. Eldon Street, Greenock, within 14 days from 
date of insertion The above appointments will 
be subject to the National Health Service (Scot- 
land) (Superannuation) Regulations (3688) 


MEDICINE 
SHEFFIELD REGIONAL HOSPITAL BOARD 
MAXIMUM PART-TIME CONSULTANT 
PHYSICIAN 


Group of Hospitals 
further details from Senior 
Administrative Medical Officer, Shefficld Regional 
Hospital Board. Old Fulwood Road, Sheffield 
Forms to be returned by January 18, 1958. (3187) 


nsicy 


required for the Bua 
Application form and 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


MEDICAL REGISTRAR 


Newmarket General Hospital Post provides good 
experience in general medicine and discases of the 
chest Previous experience of tuberculosis an 
advantage House available Appointment for 
one year, renewable for sccond year. Applications, 
Stating age, experience, and the names of three 
re“erees. to the Board's Senior Administrative 
Medica! Officer, 117, Chesterton Road, Cambridgc. 
by January 13, 1958. Candidates invited to visit 
hospital oy direct arrangement with the Physician 
Supcrintendent (3546) 


ST. LEONARD'S HOSPITAL, Nuttall Street, N.1 


(Resident) 


review after one year 


MEDICAL REGISTRAR 


Appointment subject to 
Application forms, from Secretary, N.E. Metro- 
politan Regional Hospital Board, Ila, Portland 
Place, W.1, to be returned by January 11, 1958 


(3722) 


THE UNITED CARDIFF HOSPITALS 


Dec. 28, 1957 


GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE 
Lianelly Hospital, Lianelly 

Applications are invited from registered medica 
practitioners for the resident appointment of 

JUNIOR HOSPITAL MEDICAL OFFICER 
in the medical unit of the above hospital Appit- 
cations, stating age. experience and qualifications. 
together with copies of two recent testimonials, 


should be sent to the Secretary of the hospital. 
T. E. Jones, Group Secretary (3188) 


BIRMINGHAM, SOLIHULL HOSPITAL 
Lode Lane, Solihull 


RESIDENT MEDICAL OFFICER (5.H.0.) 
Vacant end of January. General hospital, with 
five other resident medical officers. Apply Medical 
Superintendent (3190) 


DORKING GENERAL HOSPITAL 
Horsham Road, Dorking, Surrey (252 beds) 


SENIOR HOUSE OFFICER PHYSICIAN 

Applications are invited from candidates posscs- 
sing previous experience for the post of Senior 
House Physician to the Departmemt of Medicine 
The medical firm consists of a visiting Consultant 
Physician, a full-time Physician and a resident 
House Physician (advertised post) Post vacant 
February 1, 1958. The post offers wide experience 
in general medicine, and gives an excellent oppor- 
tunity for candidates studying for M.R.C.P. Salary 
£819 10s. per annum less £150 per annum cmolu- 


ments. Applications to Medical Superintendent by 

January 9. (3847) 

HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Kingston General Hospital, Halt (419 beds) 


Applications are invited for the post of 
SENIOR HOUSE PHYSICIAN 

in an active geriatric unit for the invest: 

and treatment of acute and long-term 

Resident post. Applications, with full parti- 

to the Hospital Secretary (3272) 


Duties 
gation 
illness 

culars, 


LYMINGTON (9S beds), Lymington, 
ants 
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RESIDENT SENIOR HOUSE OFFICER (Medical) 
required February 1, 1958 Applications, with 
copies of testimonials, should be forwarded as 


soon as possible to Group Secretary, Southampton 
Group Hospital Management Committee, Bullar 
Street, Southampton (3612) 


Applications are invited for the m of 


SENIOR REGISTRAR IN GENERAL 
MEDICINE 


at the Cardiff Royal Infirmary Non-resident ap- 


pointmemt, to commence February 1, or as soon 
afterwards as possibic Application forms are 
available from the Secretary to the Board at the 


Cardiff Royal Infirmary, 
and should be returned within 
pearance of this advertisement 


THE UNITED LEEDS HOSPITALS 


Newport Road, Cardiff, 
14 days of the ap- 
(3680) 


Applications are invited for the post of 
RESIDENT MEDICAL OFFICER 


at the General Infirmary at Leeds. The posi is of 
Registrar status. and will be tenable for one year 
from January 1, 1958, im the first instance. Appli- 
cations, stating age, Qualifications, previous posts 
(with dates), and three names for reference, should 
be forwarded to the Sub-Dean, School of Medicine, 


Leeds, 2, by not later than December 31, 1957 
Guy» 
UNIVERSITY COLLEGE HOSPITAL 
Gower . London, W.C.1 


SENIOR MEDICAL REGISTRAR 


(non-resident) required at the Hospital for Tropical 
Diseases, 4, St. Pancras Way, N.W.1, for one year 
in the first instance, from March 1, 1958. Appli- 
cations, with names of two referees, to T. F. W 
Mackeown, Administrator and Secretary, University 
College Hospital, by January 8, 1958 (3664) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following ap- 
pointments, which will be for one year in the first 


instance 
REGISTRAR IN MEDICINE 


based at the Medical Unit, Gartioch Hospital, Gart 
cosh, Glasgow 


REGISTRAR IN MEDICINE 


based at the Southern Genera! Hospital. Glasgow 

Applications (12 copies), stating date of birth 
qualifications, expericnce, present appointment, and 
the names of three referees. to reach the Sccretary, 
Western Regional Hospital Board, 64. West Regent 
Street, Glasgow, C.2, by January 11, 1958. (3669) 


PORTSMOUTH GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 
St. Mary's Hospital 
Applications are invited for the appointment of 
SENIOR HOUSE OFFICER (Medical) 
vacant now Duties will be mainly in the 
acute medical wards and out-patients, but 
there will be some duties in the geriatric assessment 
unit of 76 beds The appointment affords an 
opportunity of sccing large numbers of acute cases, 
and is an excellent one for those studying for a 
higher medical qualification Applications, stating 
age, experience and qualifications, together with the 


names of two referees, should be forwarded as 
soon as possible to E. H. Hurst, St. Mary's Hos- 
pital, Milton Road, Portsmouth. (8958) 


ROYAL DEVON & EXETER HOSPITAL, Exeter 


Applications are invited from registered medical 
practition-ts for the appointment of 
RESIDENT MEDICAL OFFICER 
(with duties as Senior House Officer to the Neur- 
ologist), vacant February 1, 1958 Applications, 
with copies of two recent testimonials, to the 
Hospital Secretary by January 11, 1958 (3678) 


SCUNTHORPE HOSPITAL MANAGEMENT 
COMMITTEE 


War Memorial Hospital, Scunthorpe 


HOUSE PHYSICIAN (one of two) 
Applications invited for pre-registration S.H O 
post, vacant late January Modern hospital with 
busy department including medicine, pacdiatrics, 
skins and eyes, with busy out-patient clinics offering 
g00d experience Applications, naming two 
referees, to Group Secretary (3192) 


SOUTH SHIELDS GENERAL HOSPITAL 


THREE HOUSE PHYSICIANS 
(pre-registration, first or second posts) or 
SENIOR HOUSE OFFICERS (Medicine) 

according to experience. required on January 16 


and 29. and February 11. 1958, respectively, in 
this busy, well-equipped hospital Residem staff 
in medical department consists of a Medical 
Registrar and three House Officers. Applications 
to Medical Superintendent. (3340) 
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Dec. 28, 1957 


Medicine—contd. 
SOUTH SHIELDS INGHAM INFIRMARY 
(158 beds) 


Applications invited for vacamt post of 
RESIDENT HOUSE PHYSICIAN (first or second 
pest) or SENIOR HOUSE OFFICER (Medical) 
according to experience Acute general hospital 
with usual special departments, staffed by whole- 
time and visiting consultants. Applications to 
House Governor and Secretary. (3339) 


WESTWOOD HOSPITAL, Beverley, Yorkshire 
(229 beds) 


HOUSE PHYSICIAN 
or Senior House Officer grading. 
Apply Group Secretary 
(3191) 


WORDSLEY HOSPITAL, near Stourbridge 
(478 beds) 


(House Officer 
according to experience). 


SENIOR HOUSE OFFICER (Medical) 
Group Secretary, Guest Hospital, Dudicy. 


(3122) 


Apply 
Worcs 


BOLTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Bolton District General Hespital (607 beds) 


RESIDENT SENIOR JOUSE OFFICERS IN 
(Two) 

Onc vacant immediately and one in New Year. 
Both tenable for 12 months. 
RESIDENT HOUSE PHYSICIANS (Three) 
One vacant immediately, one January 23, and one 
February 14. Tenabie for six months and recog- 
nized under pre-registration service scheme 
Applications, with the names of two referees, to 

Group Secretary, the Royal Infirmary, Bolton 
(3548) 


CUMBERLAND INFIRMARY. 
HOSPITAL AND CITY MATER 
HOSPITAL, Carlisle 


Applications are invited for the following 
appointments, which are vacant as from February 


1, 1958 
SENIOR HOUSE OFFICERS 
Period 12 months. One gencral medicine 
HOUSE OFFICERS 
Recognized for pre-registration purposes Period 
six months. One general medicine 
Apply to the Group Secretary, Cumberiand 
Infirmary, Carlisle (9953) 


PORTSMOUTH GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


1. Queen Abesntn Hospital (78 medical beds and 
24 dermatology beds) 
(a) SENIOR HOUSE OFFICER 
General medicine and dermatology. Vacant 
January 29, 1958 
(b) (78 medical beds) HOUSE, OFFICER 
(Pre-registration). Vacant February 1, 1958 
2. Saint Mary's Hospital (74 medical beds) 
HOUSE OFFICER 


(Pre-registration). Vacant January 31, 1958 
Vacamt February 12, 195 
3. Royal Hospital (61 medical beds) 
HOUSE OFFICER 
(Pre-registration). Vacant January 19, 1958 


Vacant February 10, 7958 
Applications, stating age, experience and qualifi- 
cations, together with the names of two referees, 
should be forwarded as soon as possible to E. H 


Hurst, St. Mary's Hospital, Milton Road, Ports- 
mouth (8616) 
COLCHESTER GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 
Applications invited for : 
Essex County (189 beds) 


olchester ( 
POST OF — SE PHYSICIAN 
Black Notley Hospital, Braintree, Essex (516 beds) 
POST OF HOt SE PHYSICIAN 
Includes duties in medical and paediatric wards 
First. second, third or pre-registration posts 
tenable for six months. Applications, with copies 


of three testimonials, to Group Secretary, Col- 
chester 14, Pope's Lane, Colchester, 
Essex (3690) 
GERMAN HOSPITAL, London, E.8 
(General, 157 beds) 


Applications for the six months’ resident appoint- 
ment, vacant January 29. of 
REGISTERED HOUSE PHYSICIAN 
should reach the Group Secretary, Hackney Hos- 
pital, E.9. by January 6, quoting GH /HS (3614) 
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ROYAL DEVON AND EXETER HOSPITAL 
Exeter 


Applications invited from pre-registration and 
medical practitioners for the appointment 
0 


HOUSE PHYSICIAN 


Vacant February 9, 1958. Applications, with 
copies of two recent testimonials, to the Hospital 
Secretary by January 4, 1958, (3644) 


WESTON-SUPER-MARE GENERAL HOSPITAL 
(107 beds) 


Applications are invited from registered medical 
Practitioners for the pre-registration appointment 
(resident) of 

HOUSE PHYSICIAN 
Vacamt February 1, 1958 Applications, stating 
age qualification, together with names and 
addresses of two referees, should be addressed to 
the Secretary, Weston-super-Mare Hospital Manage- 
ment Committee (9760) 


BATH HOSPITAL MANAGEMENT COMMITTEE 


HOUSE PHYSICIAN 
required on January 29, 1958, for three months at 
St. Martin’s Hospital (general medicine), followed 
by three months at the Royal Nationa! Hospital 
for Rheumatic Diseases (attached to which is the 
Rheumatism Research Unit of the South-West and 
Oxford Regions). Appointment recognized for 
pre-registration purposes. Applications, stating age. 
qualifications and experience, with three testi- 
monials, to Group Secretary, Manor Hospital. Bath. 
by January 8 (Pr.3523) 


BIRMINGHAM, SOLIHULL HOSPITAL 
Lode Lane, Solihull 


HOUSE PHYSICIAN 
Vacant January. General hospital 
experience Five other resident 
Applications, with names of two 
Medical Superintendent as soon as 
(Pr.3193) 


Pre-registration 
offering good 
medical staff 
referees, to 
possibile. 


BURNLEY AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Burnley Victoria Hospital (171 beds) 


RESIDENT HOUSE OFFICER (Medical) 
The appointment is approved as a pre-registra- 


tion post Position now vacant Applications, 
with two references, to Group Secretary, Burniey 
General Hospital (Pr.3609) 


DREADNOUGHT SEAMEN’S HOSPITAL 
Greenwich, | S.E.10 


HOUSE PHYSICIAN 
(Pre-registration) required on January 21. Appli- 
cations, stating age, nationality, qualifications and 
experience, with the names of three recent referees, 
should be sent to the Secretary at the above address 
not later than January 4, (Pr. 3662) 


HOUNSLOW HOSPITAL, Staines Road, 
Hounslow, Middlesex 
(General acute, 81 beds) 


Applications are invited for the appointment of 
RESIDENT HOUSE PHYSICIAN 
Recognized pre-registration appointment for six 
months. Vacant December 14, 1957, Applications, 
Stating qualifications and age, together with copies 
of up to three recem testimonials or names for 
reference, to the Hospital Secretary (Pr.3656) 
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SOUTH-WEST MIDDLESEX HOSPITAL 
MANAGEMENT COMMITTEE 


West Middlesex Hot pital, Isteworth 


_ HOUSE PHYSICIANS (Two) 
pre-registration, required for general medical units 
Vacant February $ and 10. Applications to Group 
Secretary, West Middlesex Hospital, Isleworth, by 
January 8 (Pr.3713) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Stockton and Thornaby Hospitai, Stocktoe-on-Tees 
(130 beds) 


Applications are invited for the appointment ot 
HOUSE PHYSICIAN 

at the above-named hospital. The appointment, 
which is vacant in January, 1958, is recognized for 
pre-registration service under the Medical Act. 1950 
Applications, stating full details and giving two 
names for reference, should be addressed to the 
Hospital Secretary (Pr.9605) 


THE GENERAL HOSPITAL, Dewsbury, Yorkshire 


HOUSE PHY 
(General Medicine and Paediatrics) 
Applications are invited for the above pre-regis- 
tration post, which falls vacant on February 1. 


1958. Applications, with fuli details, to the Ad- 
ministrative Officer at the Hospital (Pr. 3273) 


THE GUEST HOSPITAL Dudley (154 beds) 
HOUSE OFFICERS (Medical) 


Pre-registration Post vacant January |, 1958. 
Apply Group Secretary, Guest Hospital, Dudiey. 
Worcs (Pr.8769) 


THE ROYAL HOSPITAL, Wolverhampton 
(An associated hospital of the Birmingham 
University Medical School) 


PRE. REGISTRATION H HOUSE OFFICERS 
Vacancies for pre-registration House Officers 
Medicine occur on January 2. 17 and 22. Please 
apply, with copies of two testimonials. to Hospital 
Secretary (Pr. 3238) 


WEST WALES HOSPITAL MANAGEMENT 
COMMITTEE 


West Wales General Hospital, Carmarthen 
(188 beds) 


PRE-REGISTRATION HOUSE OFFICER 
(Medical) 
Applications are invited for the above post, 


which will become vacant on February 1. 1958 
Salary and conditions of service as laid down by 
the Ministry of Health. Applications, stating aac. 
qualifications, experience. and nationality with 
names and addresses of three referees, to the Group 
Secretary, West Wales Hospital Management Com- 
mittee. Glangwili, Carmarthen (Pr. 3550) 


WORDSLEY HOSPITAL, near Stourbridge 
(478 beds) 


HOUSE OFFICER (Medical) 
Pre-registration Post vacant January 27. 1958. 
Apply Group Secretary. Guest Hospital, Dudicy. 
Worcs. (Pr.9374) 


NEUROSURGERY 


THE MIDDLESEX HOSPITAL AND THE 
NATIONAL HOSPITALS FOR NERVOLS 
DISEASES 
Applications are invited for the appointment of 
NEUROSURGICAL REGISTRAR 


LITTLE BROMWICH GENERAL HOSPITAL to work at the Middlesex Hospital and at the 
Birmingham, 9 Nationa! Hospitals for Nervous Diseases (Maida 
Vale Hospital) (half-time at cach a 
period of one year in the first instance ‘ritten 
HOUSE PHYSICIAN (Male or Female) applications, with names of two referees, to the 
Vacant January 12, 1958 (pre-registration post) Secretary to the Board of Governors, Maida Vaie 
Apply Physician Superintendent, with copies of Hospital, London, W.9, not later than January 4, 
two testimonials or names of referees. (Pr.3549) 1958. (3333) 
NEWPORT (MON) HOSPITAL GROUP THE UNITED SHEFFIELD HOSPITALS 
Ro: al | Infirmary 
posts are vacant on February 1 or a little earlier. t 1 t osts of 
Roya! Gwent Hospital, Newport (264 beds). Two ed for two FFICER 
Dosts. One includes some —— b T in the Department of Neurological Surgery. Both 
St. Woolcs Hospital, Newport G79 beds). Two | joss vacant January 15, 1958. Previous experi- 
posts. One includes some geriatrics and the other | once in medical or surgical neurology welcome. 
some T.B_ work. but not essential. One of these posts would be 


Pontypool and District Hospital, Pontypoo!, Mon 
(126 beds). Inctudes pacdiatrics 

Write, quoting two referees and post preferred. 
to T. A. Jones, Group Secretary, 64, Cardiff Road, 


Newport, Mon (Pr. 3013) 


ROCHDALE AND DISTRICT Sees 
MANAGEMENT COMMITTE 


HOUSE ‘PHYSICIANS 
(pre- or post-registration) required for Birch Hill 
Hospital. Post offers wide experience in gencral 


medicine. Staff of five residents in Medical Depart- 
Apply at once to Group Secretary, Central 
. Birch Hill Hospital. Rochdale, 


ment. 
(3310) 


ROYAL INFIRMARY, Durham Road, Sunderiand 
(300 beds) 


HOUSE PHYSICIANS 
The posts, vacant December 23 and 28, are recog- 
nized for pre-registration experience Apply to 
Hospital Secretary, giving names and addresses of 
two referees. (Pr.3603) 


suitable for intending physicians as it oifers wide 
experience in neurological methods and diagnosis 
Both these posts, if required, may be held for six 
months only Applications, with full details and 
the names of three referees, should be sent to the 
Superintendent, Royal Infirmary, Infirmary Road, 
Shefficid, 6. (3623) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 14 
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OBSTETRICS AND GYNAECOLOGY 


HOSPITAL OF ST. JOHN AND ST. ELIZABETH 
60. Grove Ead Road, Londos, N.W.8 


Applications are invited for the post of 
HONORARY ASSISTANT OBSTETRICIAN 
AND GYNAECOLOGIST 
to the Hospital of St. John and St. Elizabeth 
Wide experience and higher qualifications are 
essential Thirty copies of the application should 
be sent to the undersigned on or before Monday 
February 10, 1958 Testimonials are not required 
but the names of three persons willing to act as 
referees should be furnished.—Sister Mary Clare 
Secretary 


FULHAM HOSPITAL, St. Road, 
Hammersmith, W.6, 
FULHAM MATERNITY HOSPITAL 
5/7, Parsons Green, 5.W.4 


Applications are invited for the joint appoint- 
men of 
REGISTRAR (Obstetrics and Gynaecology) 

Post now vacant. Candidates may visit the hos- 
pitals by arrangement with the Hospita! Secretary 
Fulham Hospital. Applications (five copies) to be 
submitted by January 10, 1958. on forms obtainabie 
from, and returnable to. Group Secretary, §, 
Collingham Gardens, London, S.W.5 (3704) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Croydon Group Hospital Management Committee 
REGISTRAR (Obstetrics and Gynaecology) 


residemt, for duties mainly at Mayday Hospita| (80 
obstetric and 47 gynaccological beds) and St 
Mary's Maternity Hospital (33 obstetric beds). Post 


recognized for M.R.C.0.G. Vacant March 4, 1958 
Application forms, obtainable from George A 
Paines. Group Secretary, Hospital Management 
Committee. General Hospital, London Road, 
Croydon (3524) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following ap- 


pointment, which will be for one year in the first 
instance 
REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 
based at Cresswel!) Maternity Hospital, Dumfries 
Applications (12 copies), stating date of birth, 
qualifications, experience, present appoinument, and 


to reach the Secretary, 
Board. 64. West 
by January 11, 1958 
(3670) 


of three referees 
Regional Hospital 
Glasgow, C.2, 


the names 
Western 
Regent Street 


GROUP HOSPITAL MANAGE- 


MENT COMMITTEE 
Southiands Hospital, 


Applications are invited for the post of 

OBSTETRIC AND GYNAECOLOGICAL 
REGISTRAR 

M.R.C.0.G. preferred. Post 
vacant April |. 1958. Forms of application may 
be obtained from the undersigned.—A. V. Oakton, 
Group Secretary, 129, Brighton Road, Worthing 
Sussex (3551) 


(SS and W beds) 


HASTINGS AND ST. LEONARDS-ON-SEA, 
BUCHANAN HOSPITAL (91 beds) 
(Obstetric, ~ and Premature Baby 
/ait) 


SENIOR HOUSE OFFICER 
required for obstetric and premature baby unit 
Appointment, recognized for D.R.C.O.G.. is vacant 
January 17. 195% Apply, giving names and 
addresses of three referees, to Hospital Adminis- 
trator 3$$2) 


PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTEE 


East Glamorgan Hospital, Church Village, sear 

Pontypridd (316 beds and targe O.P. Department. 

Committee's Base Hospital serving population of 

174,000. Recognized for D.R.C.0.G., F.R.C.S., 
D.C.H., F.F.A., 


SENIOR HOUSE OFFICER 
(Obstetrics and Gy ’ 
To commence February 13, 1958. Applications 
stating age, qualifications and experience, together 
with copies “f two recem testimonials, to be sent 
immediately to the Group Secretary, Courthouse 
Street, Pontypridd. GRY 


QUEEN CHARLOTTE’S AND CHELSEA 
HOSPITALS 


Queen Charlotte's Maternity Hospital 


JUNIOR OBSTETRIC OFFICER 
(Senior House Officer) 
Resident posts tenabie for six months from April | 
1958 Applications to the House Governor by 
January 13, 1958, on forms obtainable from 339, 
Goidhawk Road, London. W.6 (3738) 


ROCHDALE AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 
Birch Hitt Hospital 


SENIOR HOU SE OFFICER 
(Obstetrics and Gynaecology) 
required January 1. 1958 The post is for 12 
months in the first instance, and is recognized for 


the D.R.C.0.G Apply at once to the Group 
Secretary, Central Offices, Birch Hill Hospital 
Rochdale (3714) 


ST. PETER’S HOSPITAL (late Botleys Park War 
Hospital), Cherteey, 5 Surrey (430 beds) 


RESIDENT HOUSE SURGEON 

(S.H.O. or Intern) required for Gynaecological (30 
beds) and E.N.T. (approximately 14 beds) depart- 
ments. Salary in accordance with terms and con- 
ditions of National Health Service Applications. 
together with names and addresses of referees, to 
Physician Superintendent, St. Peter's Hospital, as 
soon as possible. Post vacant February 1, 1958 

(3179) 


UNITED MANCHESTER HOSPITALS 
Saint Mary's Hospitats, Manchester 


Applications are invited for the post of 
SENIOR HOUSE OFFICER IN OBSTETRICS 
Vacant shortly. Applicants must have had previous 


hospital experience in general medicine and sur- 
gery, and in obstetrics The post is recognized 
for the purposes of the M.R.C.O.G. examination 
The duties involve clinical responsibility for 


mothers and babies, and supervision of the work of 
pre-registration house officers is also included. The 
appointment is for twelve months Nationa! 
Scales. Application forms may be obtained from 
the undersigned and returned not later than Jan- 


uary 3, 1958.—A. R. Wise. General Superinten- 

dent, Saint Mary's Hospitals, Whitworth Park. 

Manchester, 13 (3661) 

WESTWOOD HOSPITAL, Beverley, Yorkshire 
(229 acute beds) 

SENIOR — OFFICER IN OBSTETRICS 
ND GYNAECOLOGY 

Vacant soon has maternity unit of 22 


beds and Gynaecological Annexe of 18 beds. Mar- 
ried quarters may be available. Detailed applica- 
tions to Group Secretary 553) 


GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 
Essex County Hospital, Co'chester 
_ (19 gynaec beds) 
Cotch it Hospital (22 obstetric beds) 


MERTHYR AND ABERDARE HOSPITAL 
MANAGEMENT COMMITTEE 


St. Tydfil’s Hospital, Merthyr Tydfil (375 beds) 


Applications invited for the following post: 
RESIDENT SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 

Resident staff of five N.H.S. terms and con- 
ditions of service Apply, with full particulars 
and copies of two recent testimonials, to Group 
Secretary, St. Tydfil’s Hospital, Merthyr Tydfi) 
immediately (9212) 


ROYAL INFIRMARY, Durham Sunderiand 
(300 beds) 


HOUSE OFFICER or SENIOR HOUSE OFFICER 
(male) according to experience, required for duties 
in gynaccology and urological units. Post vacant 
December 24. Provisionally registered practitioners 
may apply Apply to Hospital Secretary. giving 
the names and addresses of two referees (3604) 


HOUSE OFFICER (Mate or ane 
(Obstetric and Gynaecological 

third or Post 

Applications, with copics 

Group Secretary, 14, 

(3691) 


First. second 
Tenable for six months 
of three testimonials, to 
Pope's Lane, Colchester, Essex 


NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


Shotley Genera Hopital Shotley Bridge, 
Consett, Co. 


RESIDENT HOUSE OFFICER 
required for six months for duties in obstetrical 
(30 beds) and gynaccological (43 beds) departments. 
Resident at Richard Murray Maternity Hospital. 
Recognized for D.ObstR. COG Second pre- 
registration or post-registration appointment 
Apply to the Group Secretary, stating age and 
experience, and enclosing copies of three recent 
testimonials (3043) 


Dec. 28, 1957 


ALEXANDRA INFIRMARY, 


HOUSE OFFICERS 
required for Paisley and District 
term commencing February 1, 1958 
to Group Medical Superintendent 


(Salvation Army) 
110 beds) 


ROYAL Paiste 


Maternity unit 
Applications 
(3699) 


THE MOTHERS’ HOSPITAL 
London, E.S (Maternity, 


Applications for the six months’ resident appoint 
mem, vacant February |, of 
REGISTERED OBSTETRIC HOUSE SURGEON 
should reach the Group Secretary. Hackney Hos- 
pital, E.9, by January 6, quoting MH HS. (3615) 


TREVALYN MANOR MATERNITY HOSPITAL 
Rossett, near Wrexham (47 beds) 


Applications are invited for the post of 
HOUSE SURGEON 


at the above hospital, to commence duties on 
February 1, 1958. The hospital is a Part 11 Mid- 
wifery Training School and deals with norma! anJ 


abnormal midwifery Applications, stating age 
nationality qualifications and experience, with 
copies of two recent testimonials, to be sent to the 
Group Secretary, Maclor Genera! Hospital, Wrex- 
ham, as soon as possibic (3825 


NEWPORT (MON) HOSPITAL GROUP 
Vacancies arise on February 1 for these appoint- 
ments 
Royal Gwent Hospital, Newport, Mon (264 beds) 
GYNAECOLOGICAL HOUSE SURGEON 
Recoes Pre-registration service. Covers 20 beds 
St. Woolos Hospital, Newport (379 beds) 
HOUSE SURGEON (Obstetrics and Gynaecology) 
Covers 44 oostetrical and 22 gynaccological beds 
Third post. Lady doctor preferred, but men also 
considered. Rh centre 
Write, quoting two referees and post applied 
for, w T. A. Jones, Group Secretary, 64. Cardiff 
Road, Newport, Mon (3016) 


CHESTER AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Chester Royal Infirmary 


Applications are invited for the post of 
RESIDENT HOUSE SURGEON (Gynaecological) 
Vacant February 5, 1958. The post is recognized 
for Pre-registration service Applications, together 
with the names and addresses of two referees 
should be forwarded to the Hospita! Secretary 

(Pr.3425) 


CUMBERLAND INFIRMARY, CITY GENERAL 
HOSPITAL AND CITY MATERNITY 
HOSPITAL. _Cariisle 


Applications ate invited “for the appointments 
(vacant as from February 1, 1958) of 
Two HOUSE OFFICERS 

in obstetrics and gynaccology (one recognized for 

D.R.C.0.G. exam.). Posts recognized for pre-regis- 

tration purposes and are for a period of six months 


Apply to the Group Secretary, Cumberland 
Infirmary, Carlisle, (Pr.9960) 
OPHTHALMOLOGY 
NORTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
PART-TIME CO? CONSULTANT 
OPE THALMOLOGIST 


to West Ham Group of Hospitais for two sessions 
a week. Main duties initially at East Ham 
Memorial Haspital. Further particulars on appli- 


cation, Applications (six copies), and names of 
three referees, should reach the Secretary, Ila, 
Portiand Place, London, W.1, by Saturday, Janu- 
ary 25. G72)) 


UNITED MANCHESTER HOSPITALS 
Manchester Royal Eye Hospital 


Applications are invited for the post of 
RESIDENT SURGICAL OFFICER 
(Registrar grade) 


Application forms may be obtained from the under- 
signed.—H. R. North. General Superintendent, 
Manchester Royal Eye Hospita! (3446) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following ap- 
pointment, which will be for ome year in the first 
instance 


REGISTRAR IN OPHTHALMOLOGY 
based at the Glasgow Eye Infirmary. Applications 
(12 copies), stating date of birth, qualifications, ex- 
perience, present appoiniment, and the names of 
three referees, to reach the Secretary, Westera 
Regional Hospital Board, 64. West Regent S«rect, 
Giasgow, C.2, by January 11. 1958 (3671) 


| 
| 
| 
— 
— 
| 
| | 
Sea, Sussex 
(411 beds 
a 
= 
| 
| 
| 
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Dec. 28, 1957 


Ophthalmology—conid. 


HAMPSTEAD GENERAL HOSPITAL 
Haverstock Hill, N.W.3 


Royal Free Hospital Group 


Applications are invited from suitably qualified 
medical practitioners for the post of 
CLINICAL ASSISTANT TO THE OPHTHALMIC 
DEPARTMENT 
‘P.T.M.O. grade) for two sessions a week, Wed- 
nesday mornings and Friday mornings. Apniica- 
tion forms may be obtained from the Secretary, 
to whom they should be rcturned immediately. 
731) 


MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE 


Maidstone, Kent County Ophthalmic 
Hospital (113 beds) 


Applications are invited for the appointment of 
SENIOR HOUSE SURGEON 
in the Ophthalmic Department of the above hos- 
pital. The hospital is recognized by the Examin- 
ine Board for the F.R.C.S. and the D.O. Salary 
£819 10s. a year, less £150 g year for residentia! 
emoluments Applications should be forwarded to 
the Administrative Officer, Kent County Ophthalmic 
and Aural Hospital, Church Street, Maidstone 
(3415) 


and Aural 


NOTTINGHAM EYE HOSPITAL 


TWO SENIOR HOUSE OFFICERS 
required, duties to commence about the middie of 
January Salary and ccaditions of service in 
accordance with Ministry regulations There is 
a flat available for one of the successful candidates. 
Applications, stating age, qualifications and experi- 


ence, together with copies of testimonials. to be 
sent to the Group Secretary, General Hospital. 
Nottingham (3198) 


UNITED MANCHESTER HOSPITALS 
Manchester Royal ‘Bye Hospital 
Applications a invited for the following posts : 
SEN R 


OR HOUSE OFFICE 
HOUSE (Pre-registration suvgical post) 


Application forms may be obtained from the under- 


signed.-H. R. North. General Superintendent 
Manchester Royal Eye Hospital (3447) 
ORTHOPAEDICS 
KING GEORGE HOSPITAL, Iiford, Essex 
REGISTRAR 


in Orthopaedic and Traumatic Surgery 
(resident or non-resident) 
Some duties in casualty and general surgical 
departments. Appointment subjcct to review after 
one year. Application forms, from Secretary, N.E 
Metropolitan Regional Hospital Board, !la, Port- 
land Place, W.1, to be returned by January 11, 
1958 (3724) 


OLDCHURCH HOSPITAL. Romford. Essex 
ORTHOPAEDIC REGISTRAR 
-resident) 


non 
Recognized F.R CS Post provides excellent 
experience in diagnosis and treatment of ortho- 
pacdic and accident cases. Applicants should have 
had experience in this type of work. Appointment 
subject to review after one year Application 
forms, from Secretary, N.E. Metropolitan Regional 
Hospital Board, Ila, Portland Place, W.1, to be 
returned by January 11, 1958 (3725) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
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SOUTH-WESTERN REGIONAL HOSPITAL 
BOARD 


Orthopaedic Service, Exeter Clinical Area 
Applications are invited for the temporary ap- 
pointment of 

RESEARCH ASSISTANT 

in the Registrar grade, with main dutics at the 
Princess Elizabetii Orthopaedic Hospital, Exeter 
The appointment will be for one year in the first 
instance. Applications, stating date of birth, quali- 
fications and experience, together with the names 
and addresses of two referees, should be sent to 
the Secretary of the Regional Hospital Board, 27. 
Tyndalls Park Road, Bristol, 8, not jater than 
January 6, 1958 (3681) 


TYNEMOUTH VICTORIA JUBILEE 
INFIRMARY (115 beds) 


RESIDENT HOUSE SURGEON (Orthopaedic) 
J.H.M.O. or S.H.O. grade, according to experience. 
Post is also recognized for pre-registration pur- 


poses. Applications, with names of two referees, 
to Group Secretary, Preston Hospital, North 
Shicids (3555) 


BOLTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


The Royal Infirmary. Bolton (238 beds) 


RESIDENT SENIOR HOUSE OFFICER IN 
ORTHOPAEDIC SURGERY 
Vacant February 1, tenable for 12 months, and 
recognized for F.R.C.S. Applications, with the 
names of two referees, to Group Secretary, the 
Royal Infirmary. Bolton (3556) 


BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE 


Royal Victoria Hospital, Shelley Road, 
Boscombe, Bournemouth (494 beds) 


SENIOR HOUSE OFFICER 
and Casualty 


residemt or non-resident, required for the end of 
December. The post is recognized for the F.R.C.S 
examination and is normally tenable for 12 months 
The unit consists of a Registrar and two S.H.O.s. 
with an additional $.H.O. during the summer 
months. Applications to the Hospital Secretary 

(9981) 


CUMBERLAND INFIRMARY, CITY GENERAL 
HOSPITAL AND CITY MATERNITY 
L, Carlisle 


Applications are invited for the i nt, 


IPSWICH AND EAST SUFFOLK HOSPITAL 
Heath Road Wing, Ipswich (280 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
to the Fracture and Orthopaedic Department. The 
post, which becomes vacant at the end of January. 
is recognized for the R.C.S. examinations. Appli- 
cations, with full details and copies of recent 
testimonials, to the Hospital Secretary (3557) 


LEEDS (A) GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


James's Hospital, Leeds, 9 


Applications afe invited ed from registered medica) 
practitioners (male and female) for the appointment 


f 

SENIOR HOUSE OFFICER (Orthopaedics) 
The post is recognized by the Royal College ot 
Surgeons for Fellowship. Applications to the 
undersigned as soon as possible.—J. Folkard, Secre- 
tary to the Committee, Administrative Offices, St 
James's Hospital, Leeds, 9 (3277) 


MOUNT GOLD ORTHOPAEDIC HOSPITAL 


Applications are invited | for the post of 
SENIOR HOUSE OFFICER 
for the Orthopaedic and Fracture Service, centring 
on Mount Gold Orthopaedic and associated hos- 
pitals. Post recognized by R.C.S. Applications, 
stating age. qualifications (with dates, etc), and 
with copies of two recent testimonials, to be 
forwarded to the Secretary, Mount Gold Hospital, 
Plymouth, within 14 days of this advertisement 
appearing. (33855) 


NORTHALLERTON HOSPITAL MANAGEMENT 
COMMITTEE 


Friarage Hospital (341 beds) 


Applications are invited | for the post of 

RESIDENT SENIOR HOUSE OFFICER 
in the Orthopaedic Department. The unit consists 
of 120 beds dealing with long-stay and acute 
orthopaedic cases. The post is recognized by the 
Roya! College of Surgeons, and will in the first 
instance be tenable for six months and may be 
extended. Applications, with the names of two 
referees, to be sent to the Group Sccretary, Friar- 
age Hospital, Northallerton, as soon as possibic 

(3278) 


NOTTINGHAM GENERAL HOSPITAL 


TWO SENIOR “HOUSE OFFICERS 
(Orthopaedic and Fracture) 
required Ganuary and February, 1958). Post offers 
exceptional experience in traumatic surgery Ap- 
plications, stating age, qualifications, and experience. 
together with copies of testimonials, to be sent to 
the Group Secretary (9281) 


vacant as from February 1, 1958, of 

SENIOR HOUSE OFFICER IN ORTHOPAEDICS 
for a period of 12 months. Apply to the Group 
Secretary, Cumberland Infirmary, Carlisle (9962) 


DURHAM COUNTY HOSPITAL (116 beds) 


SENIOR HOUSE OFFICER IN ORTHOPAEDICS 
required immediately Resident. The County 
Hospital is the main orthopaedic and accident hos- 
pital in q busy mining and industria! area. Experi- 
ence can be obtained in ali branches of ortho- 
paedics. Applications, with particulars of previous 
expericnce and names of two referees, to Group 
Secretary, Dryburn Hospital, Durham, (3404) 


KINGSTON GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


PEACE MEMORIAL HOSPITAL, Watlord, Herts 
(211 beds) 


ORTHOPAEDIC HOUSE SURGEON 
(with certain casualty duties) required. Post recoer- 
nized for F.R.C.S(Eng.) examination Inter- 
mediate or Senior post, depending on experience. 
for Orthopaedic Unit (30 beds). The Orthopaedic 
Service is in charge of a Consultant and Registrar 
closely associated with a postgraduate tcaching 
hospital. Applications. with copies of two testi- 
monials, to the Administrator (3291) 


PEMBURY HOSPITAL. Pembury, 
near Tonbridge Wells 


Applications invited for appointment of 
SENIOR ORTHOPAEDIC HOUSE SURGEON 
AND CASUALTY OFFICER 
(Senior House Officer grade). to begin duties as 
soon as possible. Recognized F.R.C.S(Eng) and 
tenable for one year. Work includes treatment of 


Leicester nafirmary beds Kingston Hospital, Wolverton Avenue, 
(484 Kingstoa-on- Thames long- and short-stay cases and traumatic surgery. 
- poy with large out-patient and fracture clinics under 
two Consultants. Apply. stating age. qualifications 
WHOLE-TIME NON-RESIDENT REGISTRAR Agetentions are taviaed trom suitably qualified | and experience. together with three testimonials. 
‘ medical officers for the to Group Secretary, Sherwood Park, Pembury 
Hospital (72 ortho: LOCUM SENIOR HOUSE OFFICER Road, Tunbridge Wells, (3295) 
pacdic beds), Leicester Royal Infirmary (54 ortho- 
paedic beds). Apply to Secretary, Sheffie'd Regional or approximately one month from January 20. 
Hospital Board Old Fulwood Road, Shefficild, by 1958. Applications, stating age, qualifications and IMPORTANT: All intending applicants 
January 6, giving age, nationality, qualifications, experience, with two recent testimonials, should should read the revised NOTICE at the 
presemt and previous appointments (with dates), reach the Physician Superintendent of the hospital 
naming three referees (3554) as soon as possible. (3558) top of page 14 
Branches at: Bristol, Cardiff, Dublin, 
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Orthopaedics—contd. 


ROVAL SEA BATHING HOSPITAL, Margate 
(Surgical Tuberculosis and Orthopaedics, 244 beds) 


SENIOR HOUSE OFFICER 

The above post (one of two) is larecly an ortho- 
paedic one. and affords experience in the treatment 
of wherculous and non-tuberculous orthopaedic 
conditions There is also a genito-urinary unit of 
3S beds and a small number of beds for other 
tuberculous conditions The post is recognized tor 
the F.R.C.S., and is suitable for someone reading 
for a higher surgical examination. Salary £819 10s 
per anoum, less £150 for residential) emoluments 
Applications, with copies of testimonials, to Hos- 
pital Secretary (9614) 


SOUTH LIVERPOOL HOSPITAL MANAGE- 
MENT COMMITTEE 


Seftow General Hospital, Liverpool, 15 
(995 beds) 


Applications are invited from suitably qualified 
medical practitioners for the appointment of 

SENIOR HOUSE OFFICER (Orthopaedic) 
at the above-named hospital. The Medical Whitley 
Council terms and conditions of service will aoply 
the salary being £819 10s. per annum, from which 
£150 per annum will be deducted if residem 
Application forms may be obtained from the 
undersigned, to whom they should be returned as 
soon as possibie.-Garnet Chaplin, Secretary to 
the Committee (3654) 


THE ROWLEY BRISTOW ORTHOPAEDIC 
HOSPITAL, Pyrford, Woking, Surrey (200 beds) 


Applications are invited for the post of 

RESIDENT HOUSE SURGEON 
(S.H.O. arade), vacant mid-February. The post is 
recognized for the F.R.C.S. examination, and will 
include one session per week at St. Thomas's Hos- 
pital. London Applications should reach the 
Secretary within 14 days of the date of this ad- 
vertisement (3682) 


BRITISH MEDICAL JOURNAL 
ROYAL BUCKINGHAMSHIRE HOSPITAL 
Aylesbury 


HOUSE OFFICER 
Accident and Orthopaedic and Children’s General 
Surgery Pre-registration post, but registered prac- 
titioners invited to apply. Recognized for F._R.C.S 
Apply, with copies of two recent testimonials. to 
Secretary-Superiatendent (3527) 


THE GENERAL HOSPITAL, Burton-on-Treat 


HOUSE SURGEON (Orthopaedics) 
for work in Casualty Department, required 
immediately Fiat available for married officer 
without children. Applications to Group Secretary 
as soon as possible (3692) 


WORCESTER ROYAL INFIRMARY 


HOUSE SURGEON 
(Pre-registration or otherwise) required mid-January 
for Orthopacdic Department of this busy gencral 
hospital of 213 beds. The appointment offers wide 
and varied experience Applications to Hospital 
Secretary (3683) 


BATH HOSPITAL MANAGEMENT COMMITTEE 


HOUSE SURGEON (Orthopaedics) 
required at St. Martin's Hospital on February |, 
1958. Post offers experience in traumatic surgery. 
cold orthopaedics and surgery of arthritis Post 
recognized under FR.C.S_ regulations, and for 
pre-registration purposes Applications, stating agc. 
qualifications and experience. with names of two 
referees, to Group Secretary, Manor Hospital, Bath 

(Pr.3528) 


HIGHLANDS GENERAL HOSPITAL 
Winchmore Hill, N.21 


HOUSE SURGEON 
required. Vacant January 18 1958. Duties mainly 
orthopaedic with some EN.T. and emergency 
general surgery New operating theatre, out- 
patient and casualty departmem. Post recognized 
for pre-registration service Applications, with 
copies of three testimonials and name and address 
of one referee, to Hospital Secretary. (Pr.3641) 


WEST SUFFOLK GENERAL HOSPITAL 
Bury St. Edmunds (262 beds) 
HOUSE OFFICER (Pre-registration) or 
SENIOR HOUSE OFFICER 
for orthopaedic and casualty duties Recognized 
for FRCS. (Surgical) Vacam January A 
J.HM.O. Officer is also employed. Appli- 
cations, with testimonials or names of three 


referees, to Hospital Secretary (3559) 
WEST WALES HOSPITAL MANAGEMENT 


COMMITTEE 


West Wales General Hospital, C rth 
(188 beds) 


SENTOR HOUSE OFFICER 
(Orthopacdics and Traumatic Surgery) 
Recognized by the Royal College of Surgeons 
Applications are invited for the above post, 
which is now vacant Salary and conditions of 
service as laid down by the Ministry of Health 
Applications, stating age, qualifications, experience. 
nationality, and the names and addresses of three 
referees, to the Growp Secretary, West Wales Hos- 
pital Management Commitice, Glangwili, Carmar- 
then (3526) 


PORTSMOUTH GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Royal Portsmouth 


Hospital 
(104 beds) 


(@) SENIOR HOUSE OFFICER 
required. Vacant now 
(>) HOUSE OFFICER 
(pre-registration) Vacant now 
Applications, stating age, cxpericnce and quali- 
fications, together with the names of two referees, 
should be forwarded as soon as possible to FE. H 
Hurst, St. Mary's Hospital, Milton Road, Ports 
Mouth (8011) 


BEDFORD GENERAL HOSPITAL (436 beds) 


ORTHOPAEDIC HOUSE SURGEON 
required Vacant now Pre- of post-registration 
Recognized for F.R.CS. Post offers wide experi- 
en-e in a busy specialist orthopacdic and traumatic 
unit Enquiries and applications, with copies of 
two recemt testimonials, to be sent immediately to 
Group Secretary, Bedford Group H.M.C., 3, Kim- 
bolton Road, Bedford (3002) 


ROYAL ALEXANDRA INFIRMARY, Paisley 


HOUSE SURGEON 
required for orthopacdic unk, term commencing 
February |, 1958. Applications to Group Medical 
Superintendent. (3698) 


PAEDIATRICS 
EASTERN REGIONAL HOSPITAL BOARD 


Paediatrics 
Dundee General Hospitals 


Applications are invited for the post of 
SENIOR REGISTRAR 
in Paediatrics at Dundee Royal tofirmary (534 
beds) and Maryfield Hospital, Dundee (376 beds) 
the main teaching hospitals associated with the 
University of St. Andrews. The duties will include 
teaching of undergraduates Further particulars 
and forms of application from the Secretary to 
the Board, “ Bracknowe.” 430, Blackness Road. 
Dundee, with whom applications must be lodged 
not later than January 4, 1958 (3386) 


CHILDREN’S HOSPITAL (83 beds), Sunderland 


SENIOR HOUSE OFFICER (Paediatrics) 
malic or female, required, previous experience. 
though desirabic. is not essential The hospital 
provides good facilities for D.C.N. examination 
Vacant February 4, 1958 Apply. naming two 
referees, to the Hospital Secretary, Royal Infir- 
mary, Sunderland (3605) 


BROOK GENERAL HOSPITAL 
Hill Read, Weolwich, 
HOUSE PHYSICIAN 
(Paediatrics and Infectious Diseases) 
Vacant mid-January. Not pre-registration. The 
post is recognized for D.C.H. and entails routine 
ward and out-patient work, including experience in 
the modern Infectious Discases Unit and with aco- 
nates. Apply to Group Secretary. Memorial Hospi- 
tal, Woolwich, S.E.18 G43) 


ST. HOSPITAL, Chelsea, S.W.10 


PAEDIATRIC HOUSE PHYSICIAN 
(with some Dermatology duties). Resident. Vacancy 
January 22, 1958 Applications, naming twe 
referees, to Medical Superintendent withia 14 days 

(3735) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Saint Mary's Hospitat 
HOUSE PHYSICIAN ‘ 
Vacant February 1. 1958. Pacdiatric Unit of 53 
beds. The post is recognized for candidates pre- 
paring for the D.C.H 
Royal Portsmouth Hospital 
HOUSE OFFICER 
for pacdiatric and medical beds. total 30. Pre- 
registration post. Vacant February 1, 1958 
Applications, stating age, experience and quali- 
fications, together with the names of two referees. 
should be forwarded as soon as possible to E. H 
Hurst, St. Mary's Hospital, Milton Road, Ports- 
mouth. 


Dec. 28, 1957 


BRIGHTON AND LEWES HOSPITAL 
MANAGEMENT COMMITTEE 


Hospital for Sick Children. 
. Brighton (130 beds) 


VACANCIES FOR HOUSE PHYSICIAN and 
HOUSE SURGEON 
for six months from January 17 and February 14 
1958, respectively. Both posts offer wide experi- 
ence in paediatrics and are recognized for D.C.H 
that of House Surecon is open to pre-registration 
candidates Applications, stating nationality, and 
usual particulars, together with copies of recent 
testimonials, to be sent to the Administrative 
Officer as soon as possible (3387) 


BATH HOSPITAL MANAGEMENT COMMITTEE 


‘ HOUSE PHYSICIAN (Paediatrics) 

required at Royal United Hospital, February 13. 
1958 Post is recognized for pre-registration pur- 
poses. D.C.H. qualification. Appiications, stating 
age, qualifications and experience, with names of 
three referees, to Group Secretary, Manor Hospital. 


Bath, by January 8. 1958 (P1_3529) 
ST, WOOLOS HOSPITAL, Newport, Mon 
(379 beds) 


PAEDIATRIC HOUSE PHYSICIAN 
required February 1! Recognized D.C.H. and 


pre-registration service Write, quoting two 
referees. to T. A. Jones, Group Secretary, 64. 
Cardiff Road, Newport, Men (Pr.3021) 


THE ROYAL HOSPITAL, Wotverhamptes 
(Aa associated hospital of the Birmingham 
University Medical School) 


PRE-REGISTRATION HOUSE OFFICER 
(Paediatrics) 


required Post recognized for D.C.H. Vacam 
January 20. 1958 Apply, giving age and quaiifi- 
cations, with copics of two testimonials, to the 
Hospital Secretary (Pr. 3248) 


PATHOLOGY 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


ASSISTANT PATHOLOGIST 
Senior Hospital Medical Officer grade, four half. 
days a week, Clare Hall Hospital, South Mimms. 
near Barnet (405 beds for werculous and non- 
tuberculous chest diseases, including a thoracic 
surgical unit). Hospital may be visited by direct 
appointment Application forms obtainable from. 
and returnable tw. Secretary. North-West Metro- 
politan Regional Hospital Board, Ila, Portland 
Place, W.1, before February $, 1958 (3726) 


OXFORD REGIONAL HOSPITAL BOARD 


WHOLE-TIME ASSISTANT PATHOLOGIST 
(S.H.M.O. grade) to the Reading Arca Depart- 
ment of Pathology for duties in the Arca Labora- 
tory Service in the hospitals of the Reading and 
District Hospital Management Committee area. The 
duties will include work in ali the main branches 
of clinical pathology. and candidates should have 
had a wide general experience. Applications (12 
copies). stating age, qualifications, experience, and 
the names and addresses of three referees, should 
reach the Secretary (from whom further particulars 
may be obtained), 43, Banbury Road. Oxford, by 
January 21 (3461) 


N.E. METROPOLITAN REGIONAL HOSPITAL 
BOARD 


REGISTRAR IN PATHOLOGY 
(Non-resident for male, resident or non-resident 


f 
Southend Group Laboratory, General Hospital, 
R Essex 


Recognized for Diploma in Pathology Appoint- 
ment subject to review after one year. Application 
forms, from Secretary, lla. Portland Place, W.1. 
to be returned by January 11, 1958 (3727) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following ap- 
pointment, which will be for one year in the first 
instance 

SENIOR REGISTRAR IN PATHOLOGY 
based at the Southern General Hospital, Giaskow. 
Applications (12 copies), stating date of birth, 
qualifications, experience. present appointment, and 
the names of three referees, to reach the Secretary. 
Western Regional Hospital Board, 64. West Reagent 
Street, Glasgow, C.2, by January 11. 1958. (3672) 


NOTTINGHAM city ‘HOSPITAL (811 beds) 


Applications are invited for the post of 
RESIDENT PATHOLOGIST 

(Senior Howse Officer) Previous experience an 
advantage Post vacant January 16, 1958 Ap- 
plications, stating age, nationality, qualifications 
and experience. together with copies of not more 
than three testimonia's, to be sent to the Hospital 

. City Hospital, Hucknall Road, Notting- 
bam. (3084) 
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Pathology—-contd. 


CITY GENERAL HOSPITAL, Sheffield, § 
Depart t of Pathology, Group Laboratory 


SENIOR HOUSE OFFICER, Clinical Pathology 
Applications are invited for the above appoint- 


ment Resident accommodation is available and 
optional Opportunities for training in morbid 
anatomy, biochemistry, hacmatology. and bacterio- 


jogy. The work of this and the associated hos- 
pitals offers excellent experience to graduates who 
wish to make pathology their permanent career 
The post is recognized for the D.Path Apply, 
giving details of age, qualifications, present and 
previous appointments (with dates), and the names 
of two persons to whom reference may be made, 
to the Group Secretary, Nether Edge Hospital, 
Sheffield, 11 (3463) 


ROCHDALE AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


RESIDENT CLINICAL PATHOLOGIST 
(Senior House Officer grade) 

Applications are invited for the above appoint- 
ment in the Department of Pathology of the Roch- 
dale group of hospitals A new Department of 
Pathology is now being completed and will be 
opened carly next year. The duties will consist 
mainly of clinical pathology, also general and 
emergency work and supervision of the blood 
banks Previous pathology experience is not 
essential. Post vacant end of year. Applications, 
giving usual particulars and names and addresses 
of two referees. to Group Secretary, Central 
Offices, Birch Hill Hospital, Rochdale, Lanes, at 
once (3311) 


ROYAL DEVON & EXETER HOSPITAL, Exeter 


Applications are invited from registered medical 
practitioners (male and femaic) for the appoint- 
ment of 

SENIOR HOUSE OFFICER IN CLINICAL 

PATHOLOGY 
(resident). Vacant now. The successful candidate 
will be responsible for emergency pathological and 
blood transfusion dutics, and will receive training 


in the different branches of Clinical Pathology 
Applications, with names of two referees, to the 
Hospital Secretary immediately. (3679) 


SOUTH MANCHESTER H.M.C, 
Group Pathology Laboratory, Hospital, 


Applications a invited for the post of 
RESIDENT PATHOLOGIST 

grade), Vacant now Tenable for 12 
Previous experience in pathology not essen- 
tial, the post affording opportunities for gaining 
experience in all branches of clinical pathology 
Laboratory recognized for the Dip. Path. Applica- 
tions, stating age, qualifications, present post, experi- 
ence, and the names of two referees, to be for- 
warded to the Group Secretary immediately (3452) 


UNITED BRISTOL HOSPITALS 
Bristol Royal Infirmary 


Applications are invited for two posts of 
JUNTOR CLINICAL PATHOLOGIST 
2/S.H.O. grade) tenable for one year from March 
1, 1958 Second six months resident Previous 
experience in pathology not essential, and full 
course of training is provided. Send applications, 
with names of two referees, by January II, 1958, 
to Secretary to the Board, Royal Infirmary Branch, 
Bristol, 2 (3645) 


(S.H.0 
months 


VICTORIA CENTRAL HOSPITAL, Wallasey 


°eNIOR HOUSE OFFICER IN PATHOLOGY 
Applications are invited for the appointment 
of Senior House Officer in Patholoay. The depart- 
ment is in charge of a full-time Consultant Patho- 
logist and is made up of separate laboratoriés. 
Salary and conditions of service in accordance 
with Whitley Council Agreements Applicauons, 
with names and addresses of three referees, to 


Group Secretary, North Wirral Hospital Manage- 
ment Committee, Victoria Central Hospital, 
Wallasey (3357) 


PLASTIC SURGERY 
ANGLIAN REGIONAL HOSPITAL 
BOARD 


REGISTRAR IN PLASTIC SURGERY 
Regional Plastic Surecry and Burns Unit, West 
Norwich Hospital (Norfolk and Norwich Hospital 
Group). Post offers wide experience and training 
Appointment for one year, renewable for second 
year Applications, stating age. experience, and 
the names of three referees, to the Board's Senior 
Administrative Medical Officer, 117, Chesterton 
Road, Cambridge, by January 13, 1958. Candi- 
dates invited to visit hospital by direct arrange- 
ment with H.M.C. Secretary, Norfolk and Norwich 
Hospital, Norwich. (3560) 


SOUTH MANCHESTER H.M.C. 
Wythenshawe Hospital, Manchester, 23 


Applications are invited for the post of 
SENIOR IN PLASTIC 
s RY 
Vacant February 1, 1958. This is the only House 
Officer post for a plastic surgery unit of 71 beds, 
where the candidate appointed will spend most of 
his time, but in addition there are some gencral 
surgical duties. Applications, with the names of 


two referees, to the Group Secretary, Withington 
Hospital, Manchester, 20. (3730) 
PSYCHIATRY 


LEEDS REGIONAL HOSPITAL BOARD 
CONSULTANT IN CHILD PSYCHIATRY 
(Whote-time or maximum part-time) 
Duties at child psychiatric clinics of the County 
Boroughs of Wakeficid (two sessions per week), 
Dewsbury Gwo sessions per week). and the 
remainder with the West Riding County Council 
(at Mirfield, Wakefield, Goole and Todmorden). 
Applications (12 copies), stating age, qualifications, 
and details of present and previous appointments 
(with dates), and names and addresses of three 
referees, to the Secretary, Park Parade. Harrogate, 
by January 21, 1958 (3203) 


LEEDS REGIONAL HOSPITAL BOARD 
CONSULTANT IN PSYCHIATRY 
(Whole-time or maximum part-time) 

Leeds (A) and (B) Groups (mainiy at St. James's 
Hospital). A part-time contract would provide for 
five in-patient and four out-patient sessions. 
Applications (12 copies), stating age. qualifications, 
and details of present and previous appointments 
(with dates), and names and addresses of three 
referees, to the Secretary, Park Parade, Harrogate. 
by January 21, 1958 (3202) 


NORTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


PART-TIME CONSULTANT PSYCHIATRIST 
to South Essex Child Guidance Clinic, Whitchall 
Lodge, Grays. for two sessions a week. Full-time 
Assistant Psychiatrist (S.H.M.O. grade) at Runwel! 
Hospital, near Wickford, Essex. Single accom- 
modation available. Applications (six copies), and 
names of three referees, should reach the Secre- 
tary, Ila. Portland Place, London, W.1, by Satur- 
day, January 18 (3658) 


LEEDS REGIONAL HOSPITAL BOARD 


WHOLE-TIME ASSISTANT PSYCHIATRISTS 
(S.H. rade 


1. Menston Hospital, near Leeds (2.500 beds) 
and associated general hospitals. Accom- 
modation for single person only 

2. Storthes Halli Hospital (2.680 beds), Kirk- 
burton, near Huddersfield, and associated 


general hospitals, Resident or non-resident. 
Laree modern flat available if required. Ac- 
commodation also available for single person 
3. Clifton Hospital, York (1,112 beds), and asso- 
ciated general hospitals. House available. 
Candidates for these S.H.M.O, posts should nor- 
malty hold a D.P.M., but application will also be 
considered from candidates without previous exper- 
who hold a higher medical 


ience in psychiatry 
qualification, and have had wide experience in 
general medicine in the Senior Registrar Grade. 


and who intend to obtain a D.P.M. and specialize 
in psychiatry. 

Applications (12 copies), stating age, qualifica 
tions and details of present and previous appoint- 
ments (with dates), and names and addresses of 
three referees, to the Secretary, Park Parade, Har- 
rogate, by January 21, 1958. (3465) 


23 


WELSH REGIONAL HOSPITAL BOARD 
WHOLE-TIME ASSISTANT PSYCHIATRIST 
(S.H.M.O.) Whitchurch Hospital, near Cardiff 
House is available if required. Twelve copies of 
application, naming three referees, to S.A.M.O., 
Temple of Peace, Cathays Park, Cardiff, within 
21 days. (3618) 


ROYAL EASTERN COUNTIES SPECIAL 
SCHOOLS 


PSYCHIATRIST 
with psychometric experience required for East 
Hill House School, East Hill, Colchester, for $5 


educationally subnormal boys. One session weckly 


during term at the rate of £4 per session. Appli- 
cations to the Secretary, East Hili House, High 
Street, Colchester, by December 31, 1957 (3693) 


BROADMOOR INSTITUTION, 
(920 beds) for persons of 
criminal tendencies. 


Crowthorne, Berks 
unsound mind of 


SENIOR REGISTRAR 
House or quarters available. Applications, namung 
three referees, to Medical Superintendent by 
January 18, 1958. Candidates may visit hospital 
by appointment (3300) 


MANCHESTER REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR IN PSYCHIATRY 
in the Oldham and District Group of Hospitals 
Duties include attendance at Consultant Psychiatric 
Clinics and participation in treatment of in-patients 
and out-patients at hospitals in the Group. The 
person appointed may be required to undertake 
duties in other hospital centres during the course 
of his training. Application forms, from the Senior 
Administrative Medical Officer of the Board, 
Cheetwood Road, Manchester, 8 to be returned 
by January 6, 1958. (3708) 


ROYAL EASTERN COUNTIES HOSPITAL 
Colchester, Essex 


single accommodation available) 
D.P.M Appointment subject to 
review after one year Apptication forms, from 
Secretary, N.E. Metropolitan Regional Hospital 
Board, Ila, Portland Place, W.1, to be returned 
by January il, 1958 (3728) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Springfield Hospital Management Committee 
REGISTRAR 

required. The Hospital is a large one and offers 
excellent experience in diagnosis and treatment of 
all forms of mental disorders, including the neur- 
oses. Every variety of modern treatment is carried 
out in a well-equipped treatment centre Single 
accommodation is available. Candidates may visit 
the hospital by arrangement Apply to Group 
Secretary, Springficid Hospital, Tooting, S.W.17, 
for application forms, which should be returned, 

duly completed, on or before January 18, 1958 
(3660) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 14 


ABSTRACTS OF WORLD MEDICINE 


Each monthly issue contains abstracts of articles selected for their importance 
from over 1,600 medical periodicals published throughout the world. Abstracts 
of World Medicine covers the whole field of medicine and brings together from 
widely scattered sources the most recent contributions to medical progress, 
abstracted fully enough to indicate their nature and value to the general reader 
and to enable the specialist to assess their importance in relation to his own 
work. Abstracts of World Medicine provides a guide to the literature in 
languages with which the teader is unfamiliar and a means of keeping abreast 
of developments in all branches of medicine. 


Annual Subscription (12 issues) £4 4s. 


_ BRIT ISH MEDICAL ASSOCIATION 


B.M.A: House, Tavistock Square, London, W.C.1 


U.S.A, and Canada $13.50 
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Psychiatry—contd. 
WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following ap- 
pointment, which will be for one year in the first 
instanc 

REGISTRAR IN PSYCHIATRY 
based at the Southern Genera! Hospital, Glasgow 
This appointment is in association with the Uni- 
versity Department of Psychological Medicine 
where there is a formal post-graduate training 
course in psychiatry Applications (12 copies), 
stating date of birth, qualifications. experience, 
present appointment, and the names of three 
referees, to reach the Secretary, Western Regional 
Hospital Board, 64, West Regent Street, Glasgow 
C.2, by January 11, 1958 (467)) 


ROVAL MENTAL HOSPITAL. Montrose, Angus, 
Scotland (944 beds) 


Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER 
(Male or Female) 

An attractive, seh-contained, furnished house is 
available for a marricd man Single furnished 
quarters are also availabic All subject to appro- 
priate deductions, Previous expericnce in psychiatry 


is not casential Salary and conditions of service 
in accordance with national scales Applications 
stating age, qualifications and experience, together 


with the names ani addresses of two referees, 
should be forwarded immediately to the Physician 
Superintendent 3694) 


WHITTINGHAM Dear Preston, 
acashire 


SENIOR HOUSE OFFICER 

Applications are invited for this post in the 
largest mental hospital in the country, where al! 
modern treatment is undertaken, including clectro- 
encephalography for the area Facilities will be 
given for study either for the D.P.M. in Man- 
chester University or for the M.R.C.P. at a larec 
general hospital a few miles away. This hospital 
is well situated in a country district with casy 
access to Preston, Blackpool and Southport if 
single, there are comfortable quarters available 
Applications, endorsed “ Medical Officer,” giving 
details of experience and names and addresses of 
three referees, to be addressed to the Medical 
Superintendent, Whittington Hospital, near Preston. 
and be received as soon as possibic (3388) 


RADIOLOGY 
NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


CONSULTANT RADIOLOGIST 
(diagnostic) three half-days a weck, Thursday. Fri 
day and Saturday mornings, Willesden General 
Hospita!, Harlesden Road, N.W.10 (127 beds) 
Hospital may be visited by direct appointment 
Application forms from, and returnable to, Secre- 
tary, North-West Metropolitan Regional Hospital 
Board. Ita, Portland Place, W.1, before February 
3, 1958 (3729) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


RADIOLOGICAL REGISTRAR 
Ioswich and East Suffolk Hospital (Anglesea Road 
Wing). Ipswich. The department is the centre for 
consultant radiological services for the Ipswich 
Hospital Group Post recognized for D.M.R.D 
Part If examination Appointment for one year, 
renewable for second year Applications, stating 
age, experience, and the names of three referees, 
to the Board's Senior Administrative Medical 
Officer, 117. Chesterton Road, Cambridgc, by 
January 13, 1958. Candidates invited to visit hos- 
pical by direct arrangement with H.M.C. Secretary 
at the hospiial (3561) 


MANCHESTER REGIONAL HOSPITAL BOARD 
and the UNITED MANCHESTER HOSPITALS 


SENIOR REGISTRAR IN RADIOLOGY 
with initial duties in the North Manchester Group 
of Hospitals (mainly at Crumpsal! Hospital), and 
at Booth Hall (Children’s) Hospital. The post is 
included in the Regional Rotation Scheme and it 
is expected that the person appeinted will later 
transfer to the Manchester Royal Infirmary. Forms 
of application. from the Senior Administrative 
Medical Officer, Manchester Regional Hospital 
Board, Cheetwood Road, Manchester, 8 should be 
returned by January 7, 1958 (3709) 


RADIOTHERAPY 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following ap- 
pointment, which will be for ome year in the first 
instance 

SENIOR REGISTRAR IN RADIOTHERAPY 
based at the Western Infirmary, Glasgow. Appli- 
cations (12 copies), stating date of birth, qualifica- 
tions, experience, present appoiniment, and the 
names of three referees, to reach the Secretary, 
Western Regional Hospital Board, 64, West Reecnt 
Street, Glasgow, C.2, by January 11, 1958. (3674) 
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SURGERY 


NORTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


PART-TIME CONSULTANT SURGEON 
to Epping Group of Hospitals for five sessions a 
week. Residence in Group area desirable. Further 
Particulars on application Applications (six 
copies), and names of three referees, should reach 
the Sccretary, Ila, Portland Place, London, W.1. 
by Saturday. January 18 (3659) 


AMENDED ADVERTISEMENT 
ST. BARTHOLOMEW’S HOSPITAL, E.C.1 


Applications are invited for 
TWO PART-TIME CONSULTANT 

APPOINTMENTS IN GENERAL SURGERY 
The posts are tenable from October 1, 1958. and 
will be for four to six sessions cach per weck 
Candidates must be in possession of the F R.C.S 
(England) Applications (12 copies), with the 
names of three referees, should be submitted to 
the undersigned before January 15, 1958.—C. C 
Carus-Wiison, Clerk to the Governors (3643) 


MANCHESTER REGIONAL HOSPITAL BOARU 
Salford Hospital Management Committee 


Applications are invited for post of 

REGISTRAR IN SURGERY 
(Resident Surgical Officer) at Salford Royal Hos 
pital Previous experience in surgery esscoiial, 
F.R.C.S. or higher surgical qualifications desirable 
Applications, together with names of two referees, 
to be sent to Group Secretary, Salford Royai Hos- 
pital, Salford, 3, before January 4, 1958 (3406) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Lambeth Hospital, Brook Drive, S.E.1! 


Applications are invited from registered medica! 

practitioners for the past of 
SURGICAL REGISTRAR 

for general surgery and G.U. work. The appoint- 
ment is normally for two years, but is subject to 
review at the end of one year. The post is resi- 
dent or non-resident but if the latter. the 
successful applicant will be required to siecp-in 
on nights on duty. Forms of application, from the 
Group Secretary, Lambeth Group H.M.C., Renfrew 
Road. S.E.11, to be returned not later than 
January 4, 1958 ai7p 


UNIVERSITY COLLEGE HOSPITAL 
Gower Street, W.C.1 
Applications are invited for the appointment of 
SURGICAL REGISTRAR 
for one year in the first instance, from a date to 
be arranged. The successful candidate will be re- 
quired to undertake a period of duty at the 
National Temperance Hospital, Hampstead Road 
N.W.1. Applications, with names of two referees, 
to T. F. W. Mackeown, Administrator and Secre- 
tary, University College Hospital, by January 10. 
1987 (3663) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited “for the following ap- 
pointments, which will be for one year in the first 
instance 

TWO REGISTRARS IN SURGERY 
based at the Western Infirmary. Glasgow, with 
duties for a period at the Lewis Hospital, Storno- 
way. Applications (12 copies), stating date of birth. 
qualifications, experience, present appointment, and 
the names of three referees, to reach the Secretary, 
Western Regional Hospital Board, 64, West Regent 
Street, Glasgow, C.2. by January 11, 1958. (3675) 


BOSTON COMBINED HOSPITALS (319 beds) 
London Road Hospital 


SENIOR HOUSE OFFICER (General Surgery) 
Post also offers experience in orthopacdics and 
ophthalmology Resident Apply. giving age, 
qualifications. posts he'd, and two names for 
reference, to the Hospital Secretary, London Road 
Hospital. Boston, Lincs (3276) 


CREWE AND DISTRICT MEMORIAL 
HOSPITAL (140 beds) 


SENIOR HOUSE OFFICER (Surgical) 
Vacant January 26. 1958. Applications are invited 
for the above post, which is recognized by the 
Royal College of Surgeons for the FRCS 
examination This hospital has recently had a 
mew twin theatre suite and a new large Casualty 
Department added. There are seven residents and 
ample opportunity for gaining experience in 
operative surgery will be afforded to the right 
candidate Salary and conditions in accordance 
with Whitiey Council scale. Applications, stating 
age, qualifications, ¢tc.. with names of two referees. 
to be sent to the Group Secretary, Barony Hospital, 
Nantwich, Cheshire, within 10 days after subtce 
tion. (3287) 


GENERAL HOSPITAL, Nottingham 


SENIOR HOUSE OFFICER (Surgical) 
required on January 25, 1958. Applications, stating 
agc, qualifications and experience, together with 
copies of testimonials, to be sent to the Group 
Secretary, General Hospital, Nottingham (9263) 


GENERAL HOSPITAL, Ramsgate (101 beds) 


SENIOR HOUSE OFFICER (Surgical) 
Recognized for FRCS. and DA Salary 
£819 10s. per annum, less £150 for residential 
emoluments Applications, with copies of testi- 
monials, to Hospital Secretary (9217) 


GLOUCESTER, STROUD AND THE FOREST 
HOSPITAL MANAGEMENT COMMITTEE 


Stroud General | Hospital, Gloucester 


SENIOR HOUSE OFFICER 
required mainly for surgery Post vacant mid- 
December Applications. naming two referees, to 
Hospital Secretary —-N. H. B. Duncalfe. Group 
Secretary (3695) 


MANSFIELD HOSPITAL MANAGEMENT 
COMMITTEE 


Mansfield and District ‘General See | (205 beds) 
and Mill Hospital, -in- Ashfield 
(258 beds) 


TWO HOUSE SURGEONS 
(pre-registration /S.H.O.) required for the acute 
gencral surgical unit of 110 beds at the above 
hospitals One post recognized for F.R.CS 
examinations. Posts vacant latter part of January. 
1958 Applications, stating age, nationality, quali- 
fications, etc.. together with two names for refer- 
ence, to Group Sccretary, Crow Hill Drive, Mans- 
field, from whom further particulars may be 
obtained (3208) 


MERTHYR AND ABERDARE HOSPITAL 
MANAGEMENT COMMITTEE 


RESIDENT SENIOR HOUSE OFFICER 
(Surgical) 


() St. Tydfil’s Hospital, Merthyr Tydfil (375 beds) 
(Normally a pre-registrat.on post, and duc to 
terminate January 31, 1958.) 

(ii) Aberdare General Hospital, Aberdare (102 
beds). (Duties mainiy general surgery, ortho- 
pacdic and traumatic, with rota duties in the 
Casualty Department.) 

Apply. with full particulars and copies of two 
recent testimonials, to the Group Secretary, St 

Tydfil’s Hospital, Merthyr Tydfil (3562) 


NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 
Shotiey ante General Hospital, Shotiey Bridge. 
Co. Derham (S33 beds) 


SENIOR HOUSE OFFICER 
(General Surgical W ards) 

Applications are invited for the above resident 
post, which is tenable for 12 months in the first 
instance The post is recognized by the Royal 
College of Surgeons under the reguia- 
tions, Salary £819 10s. per annum, less £150 per 
annum for residential accommodation Applica- 
tions, together with two testimonials, to the Group 
Secretary (3045) 


PONTEFRACT AND CASTLEFORD HOSPITAL 
MANAGEMENT COMMITTEE 


Castleford, Normanton and District Hospital. 
Hightown, Castleford 


RESIDENT SURGICAL OFFICER 
(Senior House Officer grade) required. Married 
accommodation available. Post vacant January |. 
1958 Applications as soon as possible to the 
Secretary. Great Northern House, Salter Row, 
Pontefract. Yorkshire (3466) 


PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITTEE 


East Glamorgan Hospital, Church Village, sear 

Pontypridd (316 beds and large O.P. Department. 

Committee’s Base Hospital serving population of 

174,000. Recognized for D.R.C.O0.G., F.R.C.S., 
D.C.H., F.F.A., 


SENIOR HOUSE OFFICER (Surgery) 
To commence March |, 1958. Applications, stating 
age. qualifications and experience. together with 
copies of two recent testimonials, to be sent 
immediatcly to the Group Secretary, Courthouse 
Street, Ponts pridd (3324) 


QUEEN CHARLOTTE’S and CHELSEA 
HOSPITALS 


Chelsea Hospital for Women 


HOUSE SURGEON (Senior House Officer) 
Resident post tenabie for ome year from April 1, 
1958 Applications tw the House Governor by 
January 13, 1958, on forms obtainable from 339, 
Goldhawk Road, London, W.6. 
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VICTORIA HOSPITAL, 


Applications are invited for the appointment of 
SENIOR HOUSE SURGEON 

at ‘he above hospital, which is recognized by the 
Royal College of Surgeons for the F.R.CS. 
examination. Salary £819 10s. @ year, less £150 
a year for residential emoluments. Applications, 
stating qualifications, experience, and the names and 
addresses of two referees, to the Group ne 
South-East Kent Hospital M 

* Ash-Eton,”” Radnor Park West, 


ROYAL Folkestone 


Folkestone 
(3650) 


ROYAL WEST SUSSEX HOSPITAL, Chichester 


SENIOR HOUSE SURGEON 
(Deputy R.S.O.) required at Royal West Sussex 
Hospital, Chichester (202 acute beds). Post recog- 
nized for F.R.C.S. Resident staff of six—R.S.O.. 
three H.S.. R.M.O. and HP. Saiary £819 10s 
oer anoum, less residential charge Vacant 
December 28. 1957 Applications, stating age. 
experience. qualifications, with references or 
referees, to Senior Administrative Officer. (3621) 


SOUTH MANCHESTER H.M.C, 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Surgical) 
including casualty duties. Vacam immediately. 
The post is recognized by the Royal College of 
Surgeons for the Final F.R.C.S. examination, and 
possession of the Primary F.R.C.S. will be an 
advantage. The hospital is recognized by the 
University of Manchester for ine teaching of under- 
graduate students. Applications, with full details, 
to the Group Secretary immediately. 4s) 


SOUTH SHIELDS GENERAL HOSPITAL 
HOUSE. RGEON 
(pre cegistration, first or second post) or 
SENIOR SURGICAL HOUSE OFFICER 
(according to experience) required January 16, 1958 


Clinic comprises two visiting Consultants, a 
Registrar and two House Surgeons. Post recog- 
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WORKINGTON INFIRMARY, Cuomberiand 
(15S beds, post, recognized 
F.R.C.S.(Ed.) 


HOUSE SURGEON (first, second or §.H.O. post) 


Vacant mid-January. Detailed application (with 
dates) and names of two referees, to Secretary 
(3564) 


YEOVIL GENERAL HOSPITAL, Somerset 


Applications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER (Surgical) 
Yeovil is the main acute gencral hospital in the 
Group, and affords good all-round practical experi- 
ence. Applicants should state their age, experience, 
qualifications, nationality, and names of three 
referees, which should be sent to the Group Secre- 
tary, South Somerset Hospital Management Com- 
mittee, 71, Higher Kingston, Yeovil. (3180) 


CUMBERLAND INFIRMARY, CITY GENERAL 
HOSPITAL AND CITY MATERNITY 
HOSPIT 


Applications are invited for the following 
appointments, which are vacant as from February 


1, 1958: 
SENIOR HOUSE OFFICERS 
Period 12 months. One genera! surgery (recognized 
for F.R.C.S. examination) 
HOUSE OFFICERS 
recognized for pre-registration purposes. Period 
ree general surgery (recognized for 


six months. 
F.R.C.S. examination) 
Apply the Group Secretary, Cumberland 
Infirmary, Carlisle. (9971) 
PORTSMOUTH G id AL MANAGE- 


ROUP HOSPIT 
MENT COMMITTEE 
1. Queen Alexandra Hospital (87 surgical beds). 
(a) SENIOR HOUSE SURGEON 
Vacant January 1, 1958. 
(b) HOUSE OFFICER 
(Pre-registration). Vacant February 12, 1958. 
2. Saint Mary's Hospital (130 surgical beds). 
HOUSE OFFICER 
Vacant January 30, 1958. 
Vacant February 1, 1958. Vacant February 9, 1958. 
Vacant February 11, 1958 
Applications, stating age, experience and quali- 
fications, together with the names of two referees, 
should be forwarded as soon as possible to E. H 


(Pre-registration). 


nized by Royal Colleges. Applications to Medical ‘ a 
St. Mary's Hospital, Milton Road, 
STOCKPORT INFIRMARY SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Plymouth 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
(Resident Surgical Officer) 
Vacant early February, 1958. The post is recoe- 
mized for the F.R.C.S. Applications, stating age, 
experience and qualifications, together with copies 
of two testimoniais, to be addressed to the Secre- 
tary, Stockpor: and Buxton H.M.C., 59B, Shaw 
Heath, Stockport (3407) 


THE LEICESTER ROYAL INFIRMARY 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Surgical) 
vacant January 1. Duties will consist of six months 
as Senior House Officer Casualty and six months 
Senior House Officer General Surgery. The medical 
staffing of the Casualty Department, which is a new 
one, is one Consultant, two Senior House Officers 
and one House Surgeon. The post is recognized for 
the F.R.C.S. Applications, stating age and quali- 
fications, together with copies of recent testimonials, 


to the Group Secretary, No. 1 Hospital Manage- 
memt Committee, the jcester Royal Infirmary 
7955) 


UNITED MANCHESTER HOSPITALS 
Manchester Royal Infirmary, Manchester, 13 


TWO SENIOR HOUSE OFFICERS (Surgical) 
to commence on April 1 and May 8, 1958. Whole- 
time, mainly non-resident training posts, tenable 
for six months, renewable for a second six months 
Duties allotted in orthopacdic, surgical out-patients 


and general surgical uvits in rotation. Resident 
alternate nights for about three months when 
attached to orthopaedic unit. Application form. 


obtainable from the Secretary, 


to be returned by 
January 18. 


1958 (3646) 


WEST WALES HOSPTLAL MANAGEMENT 
COMMITEE 


SENIOR HOUSE OFFICER (General Surgery) 
(Recognized by the Royal College of Surgeons) 
Applications are invited for the above post. 
Salary and conditions of service as laid down by 
the Ministry of Health. Applications, stating age, 
Qualifications, experience, and nationality, with 
mames and addresses of three referees, to the 
Group Secretary, West Wales Hospital Manage- 
ment Commitice, Glangwili, Carmarthen. (3563) 


Vacancies exist in the following department : 
SENIOR HOUSE OFFICER IN SURGERY 
vacamt February 17, 1958 Recognized for the 


HOUSE SURGEONS 
pre-registration posts. Vacancies December 9, 1957, 
January | and 4, 1958 Recognized for the 
F.R.C.S. Greenbank Road Hospital 
In all cases send names of three referees to the 
Group Secretary, 7, Nelson Gardens, Stoke. 
Piymouth. 


BANBURY, OXON, HORTON GENERAL 
HOSPITAL (163 beds) 


HOUSE SURGEON 
required mid-January for general surgical and 
gynaecological beds. Pre-registration candidate con- 
sidered. Four other residents. Hospital recognized 
for F.R.C.S. Active surgical department under 
direction of resident Consultant. Applications, 
stating age, nationality, qualifications, and names 
of two referees, to the Hospital Secretary. (9972) 


BEDFORD GENERAL HOSPITAL (436 beds) 


HOUSE SU URGEON 
Post vacant immediately. Pre- or post-registration 
Recognized for F.R.C.S. Post offers exceptional 
opportunities for general experience in busy acute 
surgical units. Applications, with copies of testi- 
moniais, to Group Secretary, Bedford Group 
H.M.C., 3, Kimbolton Road, Bedford (3004) 


BIRMINGHAM ACCIDENT HOSPITAL 
Bath Row, Birmingham, 15 
(215 beds and cight House Sargeons) 


HOUSE SURGEONS (Resident) 
Vacant January/February. Hospital largest trau- 
matic unit in country and treats over 50,000 new 
patients each year. Recognized for purpose of 
casualty by R.C.S(Eng.). Teaching programme 
by consultant staff. Six-month appointment. some 


of which may be spent in 42-bedded Medical 
Research Council's Burns Unit. Apply, naming 
two referees, to Administrator. (3565) 


BLACK NOTLEY HOSPITAL, Braintree, Essex 


(S16 _beds) 
Applications for of 
HOUSE SURGEON 


third or pre-registration post 
Includes duties in general surgical and gynacco- 
logical wards. Recognized for F.R.C.S. Tenabiec 
for six months. Applications, with copies of three 
testimonials, to Group Secretary, Colchester 
H.M.C., 14, Pope's Lane, Colchester, Essex. (3696) 


MAIDSTONE, WEST KENT GENERAL 
HOSPITAL (141 beds) 


Mid-Kent Hospital Management Committee 


Apes are invited for the pre-registration 


First, second, 


post 

HOUSE SURGEON 
six months’ appointment. Post vacant mid- 
January, 1958. Salary at the rate of £467 10s. to 


£577 10s. per annum. A deduction at the rate of 
£125 a year is made for board and lodging and 
other services provided. Applications should be 
forwarded as soon as possible to the Adm inistra- 
tive Officer at the hospital (9409) 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


Gravesend and North Kent Hospital, Gravesend 
HOUSE SURGEON 

Applications are invited for this resident post. 
vacant early January. Approved under pre-registra- 
tion regulations and tenable for six months. Post 
offers experience also in obstetrics, gynaecology and 
orthopaedics. Salary £467 108. to £577 10s, per 
annum, according to experience Applications to 
Hospital Secretary, giving details of capers, 
age, qualifications, and nationality. (3642) 


NORTH MIDDLESEX HOSPITAL, London, N.18 
invited from pre- posi- 
for the post of 
RESIDENT HOUSE SURGEON 
|, Orthopaedic and 
Six months’ appointment, from mid-January 
Recognized for F.R.C.S. Applications, giving full 


particulars, together with copies of recent testi- 
monials, to Hospital Secretary by January |. (3657) 


NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are 


Shotiey Bridge Generst Hospital, Shotiey Bridge, 
Co. Durham (533 beds) 
Applications are invited for the following 
resident posts, which are recognized for pre-regis- 
tration purposes : 
TWO HOUSE SURGEONS 
Salary £467 10s. to £577 10s. per annum, accord- 
ing to experience. Deduction of £125 per annum 
for board, lodging, etc. Six months’ appointment 
Posts recognized for F.R.C.S. Applications, stating 
age, qualifications, experience, and enclosing copics 
of two recent testimonials, to the Group Secretary. 
(3046) 


ORMSKIRK COUNTY HOSPITAL (467 beds) 
Wigan Road, Ormskirk, Lancs 


Applications are invited for the following resi- 
dent appointments, vacamt from March 1, 1957 
These posts, tenable for six months, are approved 
for pre-registration 

TWO HOUSE SURGEONS (General) 
ONE HOUSE SURGEON 
(Orthopaedic and E.N.1.) 

Terms and conditions of service in accordance 


with Ministry of Health Regulations. Salary 
£467 10s. to £577 10s. per annum, according to 
experience Applications, stating age, date of 


qualification, and experience, with two names for 


reference, should be forwarded to the undersigned 
at above address as soon as possibie.—H. E. Beck, 
Group Secretary. (3655) 


ROCHDALE AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


HOUSE SURGEON 
(resident) required carly January, 1958. Pre- or 
post-registration doctors cligible for this post. which 
is recognized for six months’ F.R.C.S. experience. 
Apply at once to Group Secretary, Central Offices, 


Birch Hill Hospital, Rochdale (3312) 

ROYAL ALEXANDRA INFIRMARY, Paisley 
HOUSE SURGEONS 

required for general surgical unit, term com- 

mencing February 1, 1958. Applications to Group 

Medical Superintendent. (697) 


GENERAL HOSPITAL, Ranisgate (101 beds) 
HOUSE SURGEON 
Approved pre-registration post. Salary at the rate 
of £467 10s. to £577 10s. per annum, according to 
experience, less £125 for residential emoluments 
Applications, with copies of testimonials, to Hos- 
pital Secretary. (9298) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 14 
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Surgery—contd. 


ROYAL BUCKINGHAMSHIRE AND ASSO 
CIATED HOSPITALS MANAGEMENT 
COMMITTEE 


HOUSE SURGEON (Mate or Femate) 
to the Aylesbury Group Depariment of Surecry at 
Tindal General Hospital. Pre-registration post, but 
registered practitioners invited to apply The post 
fers wide experience of general surgery with 
perative practice ; recognized for F.R.C.S The 


acute surgical unit consists of 91 beds No 
casualty department Apply, with copies of two 
testimonials, to the Administrative Officer, Tindal 


General Hospital, Aylesbury (9663) 


ROYAL HAMPSHIRE COUNTY HOSPITAL 
Winchester (315 beds) 


HOUSE SURGEON 
© the Senior Sutgeon. Post vacant February 16 
Applications, with copies of two testimonials, to 
the Group Scecrctary (3616) 


ROVAL SOUTH HANTS HOSPITAL (274 beds) 


RESIDENT HOUSE SURGEON 
required Pre-registration candidates cligible 
Applications, with copies of recent testimonials 
should tbe forwarded to the Group Secretary 
Southampton Group Hospitai Management Com- 
mittee, Bullar Street. Southampton (3412) 


ROYAL VICTORIA HOSPITAL, Fotkestone 


Applications are invited for the appointment of 
HOUSE SURGEON 

at the above hospital, which is recognized for pre- 
tegistration service and also by the Royal College 
of Surgcons for the F.R.C S. cxamination The 
post will be vacant early February, 1958. Salary 
£467 10s.. £522 of £577 10s. a year, according 
experience, less £'25 year for residential 
emoluments Applications, stating qualifications 
experience, and the names and addresses of two 
referees, to the Group Secretary, South-East Kent 
Hospital Management Commitee, “ Ash-Eton,” 
Radnor Park West, Folkestone (3651) 


ST, LEONARD'S HOSPITAL, Noettall Street, 
Leados, (acute general, 192 beds) 


Applications are invited from registered or pro- 
visionally registered medical practitioners for the 
post of 

HOUSE SURGEON 
Applications, with copies of two testimonials, to 
the Hospital Secretary by January 3, 1958. (3337) 


SOUTHAMPTON GENERAL HOSPITAL 
(474 beds) 


RESIDENT HOUSE SURGEON 
required Pre-registration candidates cligible 
Applications, with copics of recent testimonials, 
should be forwarded to the Group Secretary. 
Southampton Group Hospital Management Com- 
mittee, Bullar Street, Southampton G41) 


SOUTH-WEST MIDDLESEX HOSPITAL 
MANAGEMENT COMMITTEE 


West Middlesex Hospital, Isleworth 


HOUSE SURGEON 
General Surgical Unit. Vacant February 17. Appli- 
cations to Growp Secretary, West Middicsex Hos- 
pital, Isleworth, by January 7 (3715) 
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WESTON-SUPER-MARE GENERAL HOSPITAL 
beds) 


Applications are invited from registered medical 
Practitioners for the pre-registration appointment 


(resident) of 

HOUSE SURGEON 
Vacamt February 1. 1958 Applications, stating 
age qualifications, together with names and 
addresses of two referees, should be addressed to 
the Secretary, Weston-super-Mare Hospital Manage- 
meat Committee (9761) 


WORCESTER ROYAL INFIRMARY 


HOUSE SURGEON 
(pre-registration or otherwise) required mid-January 
for general surgery post at this busy general hos- 
pital of 215 beds The appointment offers wide 
and varied expericnce and is recognized for the 
F.R.C.S. cxaminations Applications tw Hospital! 
Secretary (3685) 


WORTHING GROUP as. MANAGE- 
MENT COMMITTE 


Southiands Hospital, Shoreham-by- - 
(120 acute surgical, 50 orthopaedic beds 


TWO HOUSE SURGEONS 


required for ecneral surgical duties, pre- or post- 
registration. Both posts recognized by R.C.S. for 
Fellowship Applications to Secretary. Southlands 
Hospital, Shorcham-by-Sea.—A. V. Oakton, Group 
Secretary (3209) 


BARNSTAPLE, NORTH DEVON INFI "ARY 
(105 beds) 


HOUSE SURCEON 
(pre-registration), vacant now The hospital serves 
a wide area of pleasant countryside and ‘uc post 
affords good opportunity to study excellent clinical 
material Apoly to Group Secretary, 19, Alexandra 
Road, Barnstaple (Pr.6102) 


BATH HOSPITAL MANAGEMENT COMMITTEE 


HOUSE SURGEONS 


required at the Royal United Hospital on January 
16 and 30, 1958. Posts recognized for pre-regis- 
tration purposes and under F.R.C.S. regulations 
Applications. stating age, qualifications and experi- 
ence, with three testimonials, to Group Secretary 
Manor Hospital, Bath, by January 8, 1958. 
(Pr.3531) 


BECKETT HOSPITAL, Barusicy 


HOUSE SURGEON (Surgical) 

Applications are invited for the post of resident 
House Surgeon (Surgical) Pre-registration post 
Vacamt now The post offers excellent facilities 
for gaining experience Applications, naming two 
referees, to the Group Secretary, Barnsley Hospital! 
Management Committee, 33, Gawber Road, 
Barnsicy (Pr.3566) 


BIRMINGHAM, SOLIHULL HOSPITAL 
Lede Lane, Solihull 


HOUSE SURGEON 


pre-registration. Vacant January. Genera! hospital 
offering good experience Five other resijent 
medical staff Applications, with names of two 
referees, to Medical Superimtendent immediately 

(Pr.3210) 


HOSPITAL, Dewsbery, Yorkshire 


HOUSE OFFICER (General Surgery) 
Applications are invited for the above immediate 
vacancy Applications, giving full details, to the 
Administrative Officer at the Hospital (3467) 


WANSTEAD HOSPITAL, Hermon Hill, 
London, E.11 (191 beds) 


THE GENERAL 


HOUSE SURGEON 
required. Recognized for F.R.C.S. Applications, 
with full details and copies of two recent testi- 
mon.als, should be sent immediately to Secretary. 
Forest Group H.M.C., Langthorne Road, E.1i 
(3530) 


WARRINGTON GENERAL HOSPITAL 
(344 beds) 


Applications are invited for 
TWO HOUSE SURGEONS (male or female) 
(Recognized for pre-registration) 

Salary will be £467 10s. to £577 10s per annum |, 's 
a deduction of £125 for full residential emolumencé 
The staffing of the surgical unit consists of a 
Registrar ard two House Surgcons. The posts offer 
a comprehensive training in Apply, giving 
full particulars, to the undersigned.—Henry L. Boot, 
Group Secretary, Warrington and District Hospital 
Management Committee, c/o General Hospital 
Warrington. Lancs. (3106) 


BOLTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


‘on District Geveral Hospital (607 beds) 
RESIDENT HOUSE SURGEONS (Two) 
One vacant immediately and one February 8, 
tenable for six months, and recognized under pre- 
registration service scheme Also recognized for 
FRCS 


The Royal Infiemary, Polton (238 beds) 
RESIDENT HOUSE SURGEONS (Three) 
Vacant January 15. January 16. and February 1}. 
tenable for six months, and recognized under pre- 
registration service scheme Also recognized for 
FRCS. 

Applications, with the names of two referces, 
to Group Secretary, the Royal Infirmary, Bolton 

(Pr.3567) 


BRIGHTON GP RAL HOSPITAL 


HOUSE SURGEON (Recognized for F.R.C.S.) 


Applications are invired for the appointment of 
House Surgeon to the General Surgical Unit (60 
beds) The post will be vacant on February 1. 
1958 Salary in accordance with national scales 
The post @ recognized as a pre-registration appoint- 
ment Apniiications, stating usual particulars, and 
giving the names of two re‘erces, should be sent 
to the Physician Superintendent, Brighton General 
Hospital, Elm Grove, Brighton, 7. (Pr. 3289) 


BURNLEY AND DISTRICT HOSPITAL , 
MANAGEMENT COMMITTEE 


Burnley General Hes; Hospital (641 beds) 


RESIDENT HOUSE OFFICER (Surgical) 
The appointment is approved as a pre-registra 
tion post and recognized for F.R.CS Position 


available mid-January Applications, with two 
references, to Group Secretary, Burnicy General 
Hospital, Burniey (Pr.3611) 


BURNLEY AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Burnley Victorig Hospital (171 beds) 


RESIDENT HOUSE OFFICER \“urgicat) 
The appo:atment is approved as a Teaistranon 
post and recognized for F.R.CS Applications 
with two references, t© Group Secretary. Burniey 
General Hospital. (Pr 3392) 


CHELMSFORD AND ESSEX HOSPITAL 
(161 beds) 


Applications are invited for the post of 
RESIDENT HOUSE SURGEON 
Pre-registration post, and offers good surgica 
experience Recognized for the F.R.C.S Appli- 
cations, together with two recent testimonials, 
to the Secretary, Cheimsford Hospital Management 
Committee, London Road, Cheimsford (Pr.7173) 


CHESTER AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Chester Royal Infirmary 


Applications are invited for the posts ot 
RESIDENT HOUSE SURGEON (General) 
vacant on January 17, 1958, and February 28, 1958 
tespectively. Both posts are recognized for F.R.C.S 
and pre-registration service. Applications, together 
with the names and addresses of two referees 

should be forwarded two the Hospita! Secretary 
(Pr.3430) 


DORSET COUNTY HOSPITAL, Dorchester 
(109 beds) 


HOUSE SURGEON 
required for resident, pre-registration post, vacant 
mid-January and tenable for six months. Recog 
nized for F.R.C.S. examinations Applications. 
Stating age and qualifications. together with copy 
testimonials, to Group Secretary. West Dorsct 
H.M.C.. Damers Road. Dorchester, Dorset, 
immediately (Pr 3315) 


EASTBOURNE HOSPITAL MANAGEMENT 
ITTEE 


St. | Hospital (261 beds) 
Princess Mice Hospital (120 beds) 


Applications are invited for three pre-registration 


posts of 
HOUSE SURGEON 

for general surgery in these two busy. well- 
equipped hospitals, vacant now. Recognized by 
Royal College of Surgeons. Staff of oine House 
Officers Applications, stating ag¢, nationality, 
Qualifications and experience. with copies of two 
recent testimonials, to the Group Secretary, 29. 


Bedfordwell Road, Eastbourne (Pr. 3259) 
EPSOM DISTRICT HOSPITAL, Dorking Road, 
Epsom, Surrey 


RESIDENT HOUSE SURGEON 
required February 12. Pre-registration post, recoe- 
nized for F.R.C.S Applications, stating age. 
qualifications and experience, with copies of two 
recent testimonials, should be scmt as soon as 
possible to Group Secretary at above address 

(Pr. 3532) 


EPSOM DISTRICT HOSPITAL, Dorking Road, 
Epsom, Surrey 


RESIDENT HOUSE SURGEON 
required January 28 for Orthopaedic, E.LN.T. and 
Eye Departments. Pre-registration post. recognized 
for F.R.C.S. Applications, stating age. qualifica- 
tions and experience. with copies of two recent 
testimonials, should be sent as soon as possibile 
to Group Secretary at above address (Pr. 3568) 


GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE 


Swansea Hospital, Swaneea 1413 beds) 


Applications are invited for the post of 
HOUSE SURGEON 

at the above hospital, The post is recognized for 
pre-registration purposes. The hospital is a busy 
acute general hospital and offers excellent experi- 
ence. Vacancy February 1, 1958 Applications. 
with full particulars and copies of two recent 
testimonials, should be sent to the Secretary of 
the hospital.—T. E, Jones, Group Secretary 
(Pr.3468) 
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Surgery —contd, 
ell 
GROUP 20 H.M.C., Coventry 


HOUSE OFFICER IN GENERAL SURGERY 
pre-registration, required at each of the following 
hospitals, on the dates indicated: Coventry and 
Warwickshire Hospital, January 8, 1958. Guison 
Hospital, Coventry, January 28. 1958 Applica- 
tions to Group Secretary, Coventry and Warwick- 
shire Hospital, Stoney Stanton Road, Coventry 
(Pr. 3260) 


HASTINGS, ST. HELEN'S HOSPITAL (493 beds) 
HOUSE SURGEON 


required Pre-registration post, recognized for 
FRCS. Modern theatre. Staff of four. Vacant 
January 16. 1958 Applications to Hospital 
Admirisirator by January |! (Pr. 3569) 


HERTFORD COUNTY HOSPITAL (171 beds) 
(Hospital situated 21 miles from London) 


Applications are invited for the undermentioned 


appointment : 
HOUSE SURGEON 

General, Gynaccology and Obstetrics (Ist or 2nd 

post) To commence as soon as possible. Pre- 

registration pust; recognized F.R.C.S. regulations 

‘Applications to Group Secretary, Hertford H.M.C., 

County Hospital, Hertford, Herts, (Pr.3421) 


HUNTINGDON COUNTY HOSPITAL 


Applications are invited for the post of 
HOUSE OFFICER (Surgical) 
vacant mid-January Post recognized for pre- 
registration purposes. Apply. with full particulars 
and names of two referees, to Secretary, County 
Hospital, He atingdon (Pr. 3444) 


IPSWICH AND EAST SUFFOLK HOSPITAL 
Anglesea Road Wing (356 beds: 


Applications are invited for two posts of 
HOUSE SURGEON 
to Consultamt General Surgeons, both vacant mid- 
January The posts are recognized for pre-regis- 
tration and for the F.R.C.S. examinations. Appli- 
cations, with copies of recent testimonials, to Hos- 
pital Secretary (Pr. 3169) 


IPSWICH A™D EAST SUFFOLK HOSPITAL 
Angicsea Read Wing (356 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
to the Senior Consultant General Surgeon, vacant 
mid-January The post is recognized for pre-regis- 


tration and for the F.R.C.S. examinations. Appli- 
cations, with copies of recent testimonials, to 
Hospital Secretary (Pr.3170) 


IPSWICH AND EAST SUFFOLK HOSPITAL 
(Heath Road Wing), Ipswich 


Applications invited for two posts of 
HOUSE SURGEON 
Pre-registration, to General Surgcons. Posts be- 
come vacant on January 7 and 17, 1958, are recor- 
nized for R.C.S. examination. Detailed applica- 
tions, with copies of recent testimonials, to Hos- 
pital Secretary (Pr.3469) 


KINGSTON GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Kingston Hospital, Wolverton Avenue. 
Kingston -upon- Thames 


Applications are invited from suitably qualified 
medical officers for the post of 
HOUSE OFFICER (General Serger), Two posts 
(Pre-registration) 
Which are available on February 1. 1958. Appli- 
cations, stating age, qualifications and experience, 
with two recent testimonials, should reach the 
Physician Superintendent of the hospital within 
seven days of the appearance of this advertisement. 
(Pr.3533) 


LITTLE BROMWICH GENERAL HOSPITAL 
Birmin: 


HOUSE SURGEON (Male or Female) 
Vacant January 7. 1958. (Pre-registration post) 
Apply Physician Superintendent, with copies of 
to testimonials or names of referees (Pr. 3570) 


MAELOR GENERAL HOSPITAL, Wrexham 
(591 beds) 


Applications are invited for the posts of 
HOUSE SURGEON (Two) 
at the above hospital, to commence duties on Feb- 
ruary 1, 1958. The appointments are recognized 
for the Diploma of F.R.C.S. (England, Edinburgh 
and treland) and are pre-registration posts. Appli- 
cations, stating age, nationality, qualifications and 
experience, with copies of two recent testimonials, 
to be sent to the Group Secretary, Macior General 
Hospital. Wrexham, as soon as possible. (Pr.3534) 
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NEWPORT (MON) HOSPITAL GROUP 


PRE-REGISTRATION HOUSE SURGEONS 
appointments ate vacant on February | or a little 


earlier. All recognized F.R.C.S., and cover about 
30-25 beds 

Royal Gwent Hospital, Newport (264 beds) 
Three posts 


St. Woolos Hospital, Newport (379 beds). One 
post 

Pontypool and District 
Mon (126 beds). One post 

Write, queiing two referees and posi preferred, 
to T. A. Jones, Group Secretary, 64, Cardiff Road, 
Newport, Mon (Pr. 3027) 


NOTTINGHAM GENERAL HOSPITAL 
RESIDENT PRE-REGISTRATION HOUSE 
SURGEONS 


required February 4 and February 5. Applications 
Stating age, qualifications and experience, together 
with copies of testimonials, to be sent to the Group 
Secretary (Pr.9301) 


OLDHAM AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Oldham and District. General Hospital 


Applications are invited for the posts of 
HOUSE SURGEONS 

becoming vacant on January 18 and February §, 
1958. The posts are recognized for pre-registration 
purposes and FRCS Applications should be 
forwarded to the Group Secretary, Central Offices, 
Rochdale Road, Oldham, quoting Ref. No. $7 /62 

(Pr.3716) 


Hospital, Pontypool, 


OLDHAM AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Oldham Royal Iafirmary 


Applications are invited for the posts of 
HOUSE SURGEONS 
becoming vacant on February 1 and 1S, 1958. The 
posts are recognized for pre-registration purposcs 


and FRCS Applications should be forwarded 
to the Group Secretary, Central Offices, Rochdale 
Road. Oldham, quoting Ref. No. $7/63_ (Pr.3717) 


ORPINGTON HOSPITAL, Orpington, Kent 


HOUSE SURGEON 
required. Pre-registration post, now vacant. Good 
experience in large, mainly acute hospital Apply 
Surgeon Superintendent, with copies of two recent 
testimonials (Pr.3652) 


PEACE MEMORIAL HOSPITAL, Watford, Herts 
(211 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
at the above hospital. This is a pre-registration 
post and is recognized for F.R.C.S. Salary accord- 
ing to the N.HS. scale. Applications, with copies 
of recent testimonials, to the Administrator. 
(Pr.3290) 


ROYAL INFIRMARY, Durham Road, Suxderiand 
(300 beds) 


HOUSE SURGEON 
The post, vacant on January 4, is recognized for 
pre-registration experience. Apply to Hospital! 
Secretary, giving names and addresses of two 
referees. (Pr. 3606) 


ROYAL SURREY COUNTY HOSPITAL 
Guitdford 


RESIDENT HIOUSE SURGEON 
required for general sureery. Post is vacant on 
January 13 and tenable for six months ns 
approved for pre-registration candidates and recor- 
nized for the F.R.C.S. examination. Applications, 
with copies of three testimonials, should be sent 
to the Hospital Secretary as soon as possible 

(Pr. 3262) 


ROYAL SUSSEX COUNTY HOSPITAL (314 beds) 


HOUSE SURGEOWN (inctuding Gynaecology) 
required February 1, 1958 Pre-registration, and 
recognized for F.R.CS Applications, stating 
usual particulars, and giving the names of two 
referees, should be sent to the Administrative 
Officer, Royal Sussex County Hospital, Brighton, 7 

(Pr. 3686) 


ST. RICHARD’S HOSPITAL (400 beds) 
Chichester Group Hospital Management 
Committee 


HOUSE SURGEON 
(pre-registration) required for six months only in 
the first instance. Post vacamt January 1, 1958 
The man or woman appointed will work primarily 
in the surgical wards of the hospital! Hospital 
recognized for F.R.C.S Applications, stating age. 


qualifications and experience. giving names of two 

persons from whom reference may be obtained, 

should be sent to the Surgeon Superintendent 
(Pr.3258) 
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SOUTH-WEST MIDDLESEX HOSPITAL 
MANAGEMENT COMMITTEE 


West Middiesex Hospital, Isleworth 
HOUSE SURGEON 
(pre-registration), general surgery unit Vacam 
February 1 Applications to Group Secretary 


West Middlesex Hospital, Isieworth, by January 7 
(Pr.3718) 


SURBITON GENERAL HOSPITAL, Ewell Road. 
Surbiton, Surrey 


RESIDENT JUNIOR HOUSE OFFICER 
(Surgical) 


required Pre-registration post Duties includ: 
casualty work under direction of R.S.O. Applica- 
tions, stating age, qualifications, nationality, and 
enclosing copics of two testimonials, to the 
Administrative Officer (Pr.3263) 


TAUNTON AND SOMERSET HOSPITAL 
(423 beds), Taunton, Somerset 


HOUSE OFFICER (General Surgery) 
required Pre-registration post, recognized for 
RCS Applications, stating age, nationality, 
anc qualifications, to the Group Secretary, Taunton 
Hospital Management Committee, c/o Musgrove 
Park Hospital, Taunton, Somerset (Pr.3537) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Stockton and Thornaby Hospital, Stockton-on-Tees 
(130 beds) 


Applications are invited for the appointment of 
HOUSE OFFICER (Sargical) 

at the above-named hospital. The appointment. 
which is vacant in January, 1958, is recognized for 
pre-registration service under the Medical Act, 1950 
Applications, stating full details and giving two 
names for reference, should be addressed to the 
Hospital Secretary. (Pr.9627) 


THE GENERAL HOSPITAL, Burton-on-Trent 
HOUSE SURGEON 

(General, pre-registration) required at the above 

hospital immediately. Post recognized for F_R.C.S 


Applications to Group Secretary as soon as poasibic 
(Pr.3408) 


THE GUEST HOSPITAL, Dudley (154 beds) 
HOUSE OFFICER (Surgical) 


Pre-registration. Post now vacant. Apply 
Group Secretary, Guest Hospital, Dudicy, Worces- 
tershire (Pr.6408) 

THE ROYAL HOSPITAL, Wolverhampton 


(Ag associated hospital of the Birmingham 
University Medical School) 


PRE-REGISTRATION HOUSE OFFICERS 
Vacancies in surgery occur on January 1. 6. 11 and 
23. 1958 Apply, giving age and qualifications, 
with copies of two testimonials, to the Hospital 
Secretary (Pr. 3266) 


THE UNITED CAMBRIDGE HOSPITALS 
Addenbrooke's Hospital, Cambridge 


HOUSE SURGEONS (Two) 
for six months from mid-February. Recognized 
pre-registration service Apply to the Secretary 
by January 4, stating age, nationality, qualifications 
and experience (with dates), and with copies of 
three testimonials Interviews late January 
(Pr.3538) 


TORBAY HOSPITAL, Torquay (166 general beds) 


RESIDENT HOUSE OFFICER (Surgical) 
(male or female) required approximately December 
15, 1957. Post recognized for F.R.C.S. and pre- 
registration purposes. There is a complemen of 
six Resident House Officers. Applications, stating 
qualifications, nationality, and age, together with 
copy testimonials (quoting reference F.955 /84), to 
the Group Secretary, Torquay District Hospital 
Management Committce, Torbay Hospital, Torquay, 
S. Devon (Pr.8145) 


WAR MEMORIAL HOSPITAL, High Wycombe 
(100 beds) 


PRE-REGISTRATION HOUSE OFFICER 
required for six months for general surgery and 
orthopacdics. Apply immediately, with names of 
two referees, to the Secretary. (Pr.3571) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 14 
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WAR MEMORIAL HOSPITAL, Wrexham 
QM beds) 


Applications are invited for the posts of 
HOUSE SURGEON (Two) 
at the above hospital, to commence dutics on 
February 1. 1958 The appointments are recos- 
nized for the Diploma of F.R.C S. (England and 
Edinburgh) and are pre-registration post Appli- 
cations, stating age, nationality, qualifications and 
experience, with copies of two recent testimonials. 
to be sent to the Group Secretary, Maclor General 
Hospital, Wrexham, as soon as possible (Pr.3535) 


WEST HERTS HOSPITAL, Hemel Hempstead, 


HOUSE SURGEON 
(pre-registration) required Applications, giving 
full details and two names for reference, should be 
sent to the Hospital Secretary as soon as possible. 

(Pr.9820) 


WEST WALES HOSPITAL MANAGEMENT 
COMMITTEE 


Pembroke County War | Memorial 
Haverfordwest (163 beds) 
PRE-REGISTRATION HOUSE OFFICER 
(Surgical) 


(Recognized by the Royal College of Sur- 


aeons, and for pre-registration service). Appli- 
cations afe invited for the above post, 
which will become vacant on February |, 1958 


Salary and conditions of service as laid down by 
the Ministry of Health. Applications, stating age, 
qualifications, experience, and nationality, with 
names and addresses of three referees, to the Group 
Secretary, West Walesa Hospital Management Com- 


mittee, Glangwili, Carmarthen (Pr.3572) 
WEST WALES HOSPITAL MANAGEMENT 
COMMITTEE 


West Wales Hospital, Carmarthen 
(188 beds) 


REGISTRATION OFFICER 


(Recognized by the Rovel College of Surgeons and 
for pre-registration § service.) Applications are 
invited for the above post, which will become 
vacant on February 1. 1958. Salary and conditions 
of service as laid down by the Ministry of Health 
Applications, stating age. qualifications, experience. 
and nationality, with names and addresses of three 
referees, to the Group Secretary, West Wales Hos- 
pital Management Commitice, Gilangwili, Car- 
marthen (Pr.3573 


WIGAN AND LEIGH HOSPITAL MANAGE- 
MENT COMMITTEE 


Royal Albert Edward ‘Infirmary, 


HOUSE SURGEON 
Pre-registration post, vacant carly January. Appii- 
cations, with names of two referees, to Secretary. 
Knowsley House, Wigan (Pr.3418) 


Wigas 


THORACIC SURGERY 


BRISTOL : COSSHAM AND FRENCHAY 
HOSPITAL MANAGEMENT COMMITTEE 


invited for post of 
1OR HOUSE OFFICER 
thoracic surgery 


Applications 
SEN 


in the regional department of 

(100 beds) at Frenchay Hospital, Bristol. The work 
provides experience in all branches of cardiac, 
oesophageal and pulmonary surecry, and the 
appointment is recognized for the Fellowship 
examinations of the Royal College of Surgeons 


stating age and experience, and 
to be submitted to the Group 
(3361) 


Applications, 
naming two referces, 
Secretary 


WEST MANCHESTER H.M.C. 
Park Hospital, Davyhulme (general hospital, 
433 beds) 


SENIOR HOUSE OFFICER 
(Nea-tuberculous Thoracic Surgery) 
required for Manchester Regional Hospital Board 
Centre. Post vacant February, 1958. Application 
forms from Group Secretary (3393) 


UROLOGY 
MANCHESTER REGIONAL HOSPITAL BOARD 
Preston and Chorley Hospital Management 
Committee 
Preston Royal Infirmary (400 beds) 
UROLOGICAL 


Specialist Department S. essential. One 
of two registrar posts. Resident or non-residem 
Vacant carly January, 1958 Application forms 


obtainabie from Group Secretary, Royal Infirmary. 
Preston, (3267) 


‘BRITISH MEDICAL JOURNAL 


Dec. 28, 1957 


ST. MARY ABBOTS HOSPITAL, Marloes Road, 
Kensington, W.8 
Urology 


Applications are invited for appointment to the 
Urology Department of a 
REGISTRAR (Part-time) 
five sessions a week. Applications (five copies) to 
be submitted by January 10, 1958, on forms obtain- 
able from, and returnable to, Group UGecretary, 5. 
Collingham Gardens, London, S.W.5 (3706) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 14 


PUBLIC HEALTH 


AMENDED ADVERTISEMENT 
COUNTY BOROUGH OF BARNSLEY 
Public Health Department 


APPOINTMENT OF DEPUTY MEDICAL 
OFFICER OF HEALTH AND DEPUTY 
SCHOOLS MEDICAL OFFICER 
Applications are invited from registered medical 
practitioners who hold the Diploma in Public 
Health for the appointment of Deputy Medical 
Officer of Health and Deputy Schools Medical 
Officer. The salary will be on the scale £1,340 by 
£55 (4) by £50 to £1,610, commencing at £1,500 
per annum and rising by one increment of £50 to 
£1,610 per annum. Candidates should have had 
experience in al! branches of the Public Health 
and School Health Services, and will be required 
to devote the whole of the time to the duties of 
these offices. The possession of a car is desirabic, 
in which event consideration will be given to the 
payment of a car allowance. The appointment 
will be subject to the conditions of service laid 
down by the Medical Whiticy Council Committee 
“CC.” and to any other general conditions of 
employment in operation within the Corporation 
from time to time. The post is superannuabie, and 
the candidate selected will be required to pass a 
medical examination before appointmem, and the 
appointment will be subject to three months’ notice 
on cither side Applications, stating age. full 
particulars and details of experierce and qualifica- 
tions, together with the names and addresses of 
three referees, should be sent to the Medical 
Officer of Health, Public Health Department, Town 


Hall, Barnsley, to arrive not later than January 11, 
1958. Canvassing will disqualify —A. E. Gilfillan, 
Town Clerk, Town Hall, Barnsiey (3619) 


COUNTY BOROUGH OF MERTHYR TYDFIL 
APPOINTMENT oF ASSISTANT MEDICAL 
OFFICER OF HEALTH AND SCHOOL 
MEDICAL OFFICER 
Applications are invited from registered medical 
practitioners (male), under the age of 45 years, for 
the adove appointment The possession of a 
Diploma in Public Health is not necessary, but 
will be an advantage. The general conditions of 
service will be in accordance with the recommenda- 
tions of the Whiticy Council for the Health Ser- 


vices (Great Britain). Medical Council “C.” and 
the salary range will be from £1,050 to £1,475 
per annum. Duties will be carried out under the 


gencral direction of the Medical Officer of Health 
and will include schoo! medica! services and other 
public health work For those not in possession 
of the Diploma of Public Health an opportunity 
will be afforded to take the part-time course at 


the University of Waies Applications, together 
with two testimonials, should be forwarded to the 
undersigned not later than Monday, January 6, 
1958.—Siened. T. H. Stephens, Medical Officer of 
Health and Principal School Medical Officer. 
Department of Public Health, Town Hall, Merthyr 
Tydfil, (3157) 


KINCARDINE COUNTY COUNCIL 


ASSISTANT COUNTY MEDICAL OFFICER OF 
HEALTH 


Applications are invited for the above post 
Salary scale £1,050 to £1,475. Statment of Duties 
and Conditions of Appointment may be obtained 
from the undersigned, with whom applications, 
accompanied by copies of three recent testimonials 
or mames for reference, must be lodged not later 
than January 14, 1958.—-John Sievin, County Clerk. 
33, Evan Street, Stonehaven (3700) 


LONDON COUNTY COUNCIL 
Applications invited from registered medical 
practitioners for appointment as 


WHOLE-TIME MEDICAL OFFICER 
Inclusive salary scale 


in Public Health Department 


£1,050 to £1,475 Commencing salary dependent 
on local government service No emoluments 
Duties primarily connected with child health 
Experience in maternity and child welfare work 
and the school health service and possession of 
Diploma in Public Health advantageous Appili- 
cation forms from Medical Officer of Health 
(PH /D1/2316), the County Hall, Westminster 
Bridge, S.E.1, returnable by January 10. (3707) 


ASSISTANT MEDICAL OFFICER 
of the Salop County Council 
The Salop County Council and the Councils ot 
the above-named County Districts, the latter having 
a total population of about 32,000. invite applica- 


tions for the mixed full-time appointment of 
Medical Officer of Health for the five County 
Districts and Assistant Medical Officer of the 


County Council. The apportionment of service ix 
7/llths to the County Council and 4/Iiths to 
the Councils of the County Districts. The salary 
payable will be within the “ mixed appointments ” 
scale of £1,473 rising to £1.861 (County Council 
duties £764 to £1,072 and District Council duties 
£709 to £789) in accordance with the awards of 
the Industria} Court; the commencing salary will 
be according to experience and qualifications. The 
successful candidate will be required to provide a 
car. Travelling and subsistence cxpenses will be 
paid in accordance with the County Council scales. 
For a limited period a separation allowance may. 
in appropriate cases, be paid. Forms of applica- 
tion and copies of further particulars and condi- 
tions of service may be obtained from the under- 
signed. Applications to be sent in not later than 


January 18, 1958.—G. C. Godber, Clerk of the 
Salop County Council, Shirehall, Shrewsbury. 
(3874) 


DERBYSHIRE COUNTY COUNCIL 
County Health Department 


MATERNAL AND CHILD WELFARE MEDICAL 
OFFICER (Female) 


Applications are 
medical 


invited from fully qualified 
Practitioners for this whole-time super- 
annuable post. Candidates should be experienced 
in antenatal work, midwifery, and children’s 
diseases, as they will be required to hold consulta- 
tions at the Council's Maternity and Child Welfare 
Clinics and Centres, and to perform such other 
duties as may be required. Salary £1,050 by £50 
to £1,200 by £55 to £1,475 per annum, plus a car 
allowance. Particulars and application forms are 
obtainable from Dr. J. B. S. Morgan. County 
Medical Officer, St. Mary's Gate, Derby, and should 
be returned to him, duly completed, not later than 
January 6, 1958. (3701) 


REPUBLIC OF IRELAND 
LOCAL APPOINTMENTS COMMISSION 
Dublin 
Position Vacant 


TEMPORARY COUNTY SURGEON 
Kildare County Council 


with permission to engage in 
Private practice plus the use of certain beds 
Application forms and further particulars from 
the Secretary, 45, Upper O'Connell Street, Dublin 
Latest time for receiving completed application 
forms, 5 p.m. on January 10, 1958 (3620) 


Salary scale £1.17. 


OVERSEA (Vacant) 


ASSISTANT PATHOLOGIST. PERTH. WES- 
TERN AUSTRALIA. Medical graduate of four ot 
five years’ standing for busy private clinical 
pathology practice. Applicant must be experienced 
in routine laboratory procedures. Salary £A.2,000 
per annum for first year, with prospect of joining 
partnership as well as salaricd postgraduate study. 
Apply the Secretary, British Medical Agency Com- 
pany of Western Australia Limited, 8, King’s Park 
Road, Perth, Western Australia 


AUSTRALIA, NEW SOUTH WALES. UNOP- 
POSED country G.P.. G.C.T.. average over 
£A.4,000. Attractive mountain district, trout fishing, 
winter sports. Modern house and surecry to rent 
Mains water and electricity H.W.S. and septic 
tank. No major surgery or midwifery, but scope 
for addition is desired. Good clinical records 
Goodwill, stocks, surgery furniture and cquipment, 
£1,450 (sta.). Full details from Medical Practices 
Advisory Bureau, B.M.A. House, Tavistock Square, 


PRINCIPAL M.O, REQUIRED FOR A LARGE 
group of Tea Gardens in North East India cariy 
May, 1958, for six months. Operating Surgical ex- 
perience required. Would suit man reading for 
final F.R.C.S. Furnished bungalow, servants, and 
transport provided. Free return passages for doctor 
and wife. Apply, with full details, qualifications, 
and experience and recent testimonials, to Box 
1486, 
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Oversea (Vacant)}—contd. 
APPLICATIONS ARE INVITED FOR THE 
appointment of a Medical Officer with a icading 
British company in British West Africa Appili- 
cants should not be more than 35 years of age. 
and should have had good all-round expérience 
since qualifying. Salary will be in accordance with 
age. experience and qualifications, bui will not be 
less than £1,600 per annum. In addition there are 
family allowances, free passages to and from West 
Africa, and free furnished quarters. Membership 
of pension fund is compulsory. Tours of duty will 
be about 18 months, followed by Icave on full pay 
Applications, giving full details of experience, 
should be made to the Principal Medical Officer, 
Unilever House, Blackfriars, London, E.C.4. (3451) 


CATHOLIC MISSION HOSPITALS. VACAN- 
CIES in East and West Africa and India.—Apply 


Secretary, Damien Socicty, 47, Fitzwilliam Square. 
Dubiin, (7130) 
KOREA. -DOCTOR (FEMALE) REQUIRED 


with paediatric experience ; age preferably between 
26-40. Contract one year, renewable. Salary £1,000 
per annum Maintenance, equipment allowances 
and fares paid One month's holiday per year 
Duties in Pusan, Korea Apply Foreign Relief 
Secretary, Save the Children Fund, 12, Upper 
Belgrave Street, S.W.1. Telephone SLOane 9171 

(7914) 


AUSTRALIA-—-UNIVERSITY OF QUEENSLAND 


Applications are invited for appointment to the 

position of 
SENIOR LECTURER (Clinical) 
in Materia Medica and Therape 

in the Department of Medicine 
hold senior qualifications in clinical medicine, 
preferably including an M.D. degree, and in 
addition should have had special experience in 
therapeutics. Salary £A.2,160 /£A.2.460 per annum. 
Further particulars and applic ation forms may be 
obtained from the Secretary, Association of Univer- 
sities of the British Commonwealth, 36, Gordon 
Square, London, W.C.1. The closing date for the 
receipt of applications, in Australia and London, 
is January 31, 1958. (3617) 


COMMONWEALTH DEPARTMENT OF 
HEALTH 


Applicants should 


Applications are invited for the position of 
DIRE . Commonwealth Biological 


£A_3,800 

Responsibie to the Director-General of 

Health for establishing and conducting 

a Commonwealth Biological Standards 

Laboratory ; advise on the standards of 

biological products; arrange and conduct 

the examination of biological material 
under the Therapeutic Substances Act, 

1983. 

Qualifications : Medical degree registrable in Aus- 
tralia. Wide experience in research tech- 
niques, especially in microbiology and bio- 
chemistry. Any administrative experience 
should be stated 

Applications : To the Chief Medical Officer, Aus- 
tralia House, Strand, London, W.C.2, by 
January 18, 1958 (3575) 


Salary 
Duties 


ELLIS HOSPITAL. SCHENECTADY, NEW 
YORK, UNITED STATES, a general acute hos 
pital containing 358 adult beds and 50 bassinets. 
has vacancies for Rotating Internships beginning 
July 1. 1958. Ellis Hospital is affiliated with Albany 
Medical College and is fully accredited by the Joint 
Commission on Accreditation of Hospitals. Each 
training programme is approved by the Council 
on Education of the American Medical Association. 
Appointments are made on the Exchange Visitor 
Programme or on Immigrant Visas. The stipend 
for this position is $1,500 per annum, plus full 
maintenance Direct letters of inquiry to George 
William Graham, M.D., Director, Ellis Hospital, 
Schenectady, 8, New York, United States, (8700) 


GENERAL HOSPITAL (475 beds) 
St. John’s, Newfoundland, Canada 


RESIDENT ANAESTHETIST 

Applications are invited for the post of Resident 
Anaesthetist Salary $3,600.00 per annum, less 
$660.00 for board. maintenance. etc. Previous ex- 
perience in anaesthetics desirable. The post offers 
experience for all types of anaesthesia and is recog- 
nized by the Royal College of Physicians and Sur- 
geons in Canada, Transportation to St. John's 
will be arranged and paid by the Hospital. Appli- 
cations, stating age, qualifications and experience. 
together with the names of two referees, should 
be sent immediately to: Dr. E. Wilson, Superinten- 
dent, General Hospital, St. John's, Newfoundland. 
Canada (3733) 


U.S.A. MUHLENBERG HOSPITAL. PLAIN- 
FIELD, N.J., Internship, 400-bed hospital, 25 miles 
from New York City Teaching programme 
directed by John Hopkins faculty member. $140 
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GENERAL HOSPITAL (475 pete 
. John’s, Newfoundland, Canad 


JUNIOR ASSISTANT PATHOLOGIST 
Applications are invited for the post of Junior 
Assistant Pathologist. Salary $4,500.00 per annum 
At least two years’ post-graduate training in sur- 
gical and autopsy pathology desirable. This post 
is recognized by the Royal College of Physicians 
and Surgcons in Canada Transportation to St 
John's will be arranged and paid by the Hospital 
Applications, stating age, qualifications and experi- 
ence, together with the names of two referees, 
should be sent immediately, to: Dr. E. Wilson, 
Superintendent, General Hospital, St. John’s, New- 
foundiand, Canada 


LAUNCESTON GENERAL HOSPITAL 
Laune . Tasmania 


Applications are invited from qualified medical 
practitioners for the following positions for the 
year 1958 


REGISTRAR IN MEDICINE 
REGISTRAR IN RADIOLOGY 
REGISTRAR IN PATHOLOGY 


Salary and conditions: salary £A.1.531 10s. per 
annum Registrars who obtain a higher deerce 
will be paid £A.200 per annum in addition to the 
above salary. Duration of appointment: One year 
Consideration may be given to extending the 
appointment for a second year, provided service 


has been satisfactory during the first year. Board, 
residence and laundry are provided free. Single 
quarters only are available. The Launceston 


General Hospital is recognized as a training school 
for higher qualifications by the Roya! College of 
Surgeons (England), the Royal Australasian College 
of Surgeons, the Royal College of Obstetricians and 
Gynaccologists (for gynaecology only), the R.C.P 
and S_ for D.A., the University of Melbourne for 
D.D.R., the College of Radiologists of Australasia 
for their Diploma, the University of Svdney for 
D.C.P. and DA Further particulars may be 
obtained on application to the General Superin- 
tendent.—B, W. Griffiths, Secretary (3072) 


OTTAWA CIVIC HOSPITAL, Ottawa, Canada 
(General, 806 beds) 


Applications invited to fill an appointment as 
RESIDENT ia Medical Department 

from July 1, 1958, to June 30, 1959. This is a 
senior appointment for a man who proposes to 
write Fellowship Examinations in Canada in the 
field of Internal Medicine, and the appointment 
involves teaching graduate interns Salary $200 
per month, plus room and board Applications, 
Stating age, qualifications, experience, and names 
of two references, should be forwarded to Superin- 
tendent, Ottawa Civic Hospital, Ottawa, ae 

( 2) 


UNIVERSITY COLLEGE HOSPITAL, Ibadan, 
Nigeria 


REGISTRARS—Department of Medicine 

The Board of Management invite applications 
from medical practitioners with the necessary ¢x- 
perience, as Registrars in the newly completed 
teaching hospital. The hospital is provisionally 
recognized by the University of London for the 
purpose of teaching undergraduates to the standard 
of the M.B., B.S. (London) degree (in Special Rcla- 
tionship). Undergraduate teaching began in Octo- 
ber, 1957. The salary offered for the posts is 
£1,164 per annum, plus an inducement allowance 
for expatriate officers of £270 per annum. The 
appointments will be initially for one tour of 12 
months, and will be renewable by mutual agree- 
mem for a further tour of 12 months at a salary 
of £1,212 per annum. On satisfactory completion 
of the agreement, a gratuity of £37 10s. will be 
paid for each completed period of three months’ 
service, An Outfit Allowance of £60 is payable 
on first appointment. Partly furnished quarters are 
provided at a rental of 8}rd% of salary, exciud- 
ing inducement allowance, and an expatriate officer 
appointed wil] be eligible for 7 days’ leave on full 
pay for each completed month of service in 
Nigeria. A Nigerian Registrar will be entitled to 
either or 7 days’ leave for each completed month 
of service. Free first-class passages are provided 
for expatriate doc-ors and their wives on first ap- 
pointment and on compiction of the agreement. Free 
first-cfass passages to Nigeria will, in certain circum- 
stances, be provided for non-expatriate doctors. Free 
first-class passages will be provided for vacation leave. 
Candidates will be eligible for children’s allowances in 
accordance with cxisting regulations. Arrangements 
can be made to enable doctors to continue their 
N.H.S. Superannuation Scheme contributions, and 
details of the revised salary and gratuity payable 
in such cases will accompany application forms 
Applications should be submited not later than 
January 11, 1958. on the appropriate forms, which 
will be forwarded, together with additional inform- 
ation, on receipt of an addressed foolscap envelope. 
by the Adviser on Staff Recruitment, London Office 
U 


monthly stipend plus full maintenance. Transpor 
tien advanced. Inquiries to Director. (8295) 


College Hospitat, Ibadan), 57, Catherine 
Place, Palace Street, London, S.W.1. (3625) 


UNIVERSITY LLEGE HOSPITAL OF THE 
WEST INDIES 
The Board of Management invites applications 
for the appointment of 
RADIOLOGIST 

at the above Teaching Hospital. The salary for 
the appointment will be £2,300 per annum, to- 
gether with an allowance at present at the rate of 
250 per annum from the University College in 
respect of teaching duties, and there are oppor- 
tunities for limited consultant practice. A contract 
will be offered for three years in the first instance. 
Subject to renewal, and passages will be provided 
for the successful candidate and his family on 
appointment and on termination of contract. Un- 
furnished accommodation will be provided, for 
which a rental of 5% of salary will be charged 
The appointments are full-time and the holder of 
the post will be required to contribute $% of his 
Salary to the Hospital's Superannuation Scheme 
Applications (6 copies), stating full details of quali- 
fications. present appointment and previous experi- 
ence, together with the names and addresses of 
three referees, should be sent not later than Decem- 
ber 31, 1957, to the Secretary to the Senate Com- 
mittee on Colleges Overseas in Special Relation, 
University of London, Senate House, London 
W.C.1, from whom further information may be 
obtained (3740) 


UNIVERSITY OF OTAGO, Dunedin, New Zealand 


A vacancy exists in the Department of Physiology 
for the position of 
SENIOR LECTURER or LECTURER 
Salary scales : 
Senior Lecturer : 
£1,790-£2.090 p.a. (medically qualified). 
£1,315-£1,615 p.a. (science graduate) 
Lecturer 
£1,290-£1.590 p.a. (medically qualified), 
£1,025-£1.275 p.a. (science graduate) 

Further particulars are available from the Secre- 
tary, Association of Universities of the British 
36. Gordon Square. London. 

1 


Applications close in New Zealand and wr 
on January 20, 1958. Til) 


U.S.A. TRAINEESHIP IN RHEUMATIC 
DISEASES. Available July 1 or earlier. Univer- 
sity Hospital in large teaching medical centre. In- 
Patient, out-patient and research. Applicants should 
be qualified at least one year. Give full details in 
first letter, Salary $333 monthly.—Box 1561, B.MJ. 


U.S.A.-WILSON MEMORIAL HOSPITAL 


Hospital approved by the Committee on Medical 
Education of the American Medical Association and 
Joint Commission on Accreditation of Hospitals for 
intern and resident training offers positions as 
interns and residents in Medicine. Surgery, Paedia- 
trics, Obstetrics and Gynaecology, X-ray and Path- 
ology, commencing July |, 1958. Stipend, including 
lodging, uniforms and laundry, for interns $200.00 
per month; residents $225.00 per month (mini- 
mum). Exchange Visitor Programme Number P-II- 
854 Arrangements for passage possible For 
details apply Director, Wilson Memoria! Hospital. 
Johnson City, New York. (8298) 


UNIVERSITY AND RESEARCH 


APPOINTMENTS, etc. 


THE APPOINTMENTS COMMITTEE OF THE 
Faculty of Biology “ B™ in the University of Cam- 
bridge intend to appoint a University Lecturer in 
the Departmem of Pathology to hold office from 
October 1, 1958 Candidates should have had 
previous experience in the field of Virology. The 
appointment will be subject to the Statutes and 
Ordinances of the University, the actual stipend 
being determined by the successful candidate's 
qualifications and experience. Details of the post 
may be obtained from Dr. G. F. Roberts, Depart- 
ment of Pathology, Tennis Court Road, Cambridec. 
to whom candidates should send ten copies of 
their applications, together with the names of not 
more than three referecs, by February 13, 1958. 


UNIVERSITY OF OXFORD 


Aceieion | are invited for a post of 

ADUATE ASSISTANT 
in the weil of Pathology The successful 
candidate will be attached to the morbid anatomy 
laboratory and will have special responsibility for 
the muscum and the arrangement of demonstrations, 
etc.. in connection with the teaching programme ; 

there wil! also be opportunities for research 

appointment will be for one year in the first 
instance, and preference will be given to candidates 
with previous experience in pathology Salary in 
the range of £900 by £50 to £1,600, according to 
previous experience and qualifications Applica- 
tions, with the names of three referees, should he 
sent not later than January 4, 1968, to Dr. A. H. T. 
Robb-Smith. Department of Pathology, Radcliffe 
Infirmary. Oxford, from whom further particulars 
(3208) 


may be obtained. 


| 
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, OLD MEDICAL BOOKS, PICTURES, MANL- LONDON SCHOOL OF HYGIENE AND 
University and Research SCRIPT NOTEBOOKS, Levers, ctc., wanted | TROPICAL MEDICINE (incorporating the Ross 
collector m 1159 Institute) 

Appointments, ete.— contd. Rockefeller Unit of Occupational Health 


THE UNIVERSITY OF LIVERPOOL EDUCATIONAL AND LECTURES A series of six weekly lectures and discussions 


for experienced Industria! Medica! Officers be 
LECTURER ae Bexmament of Ausesthods UNIVERSITY OF LONDON held at the London Schoo! of Hygiene and Tropical 
at an initial salary within the range £1,200 to (British Postgraduate Medical Federation Medicine at 6 p.m. on Wednesday, starting January 
£1,400 per annum according to qualifications and - - wiil 

Value o outine Medical Examinations i 
Institute of Neurology (Queen Square) Industry." “ The Medical Implications of Work 
and experience, together with the names of three _ ' Study.” “The Industrial Medical Officer's Role in 
referees, should be received not later than February Two courses of Clinical Demonstrations open to the Management of Mental Iliness.”” etc. Admis- 
1, 1958, by the Registrar, from whom further parti- postgraduates will be held at the National Hospital sion and refreshments will be free, but limited to 
colars of the conditions of appointment may be Queen Square. on Wednesdays at 4.15 p.m. from ticket holders Further details and application 
obtained (3666) | January 8 to March 19. 1958, inclusive, and on | forms are now available from the Registrar 
Saturdays at 10.30 a.m. from January 11 to March | London School of Hygiene and Tropical Medicine, 
22, 1958, inclusive. The fee for attending cither | Keppel Street. W.C.1 
PERSONAL of these courses is two guineas. Application for A course of ten weekly iectures on occupational 
————— a ticket should be made to the Dean, Institute of skin disease will be held for Industrial Medical 
HYPNOTISM. THE BRITISH JOURNAL OF Neurology (Queen Square), the National Hospital, Officers at the London Schoo! of Hygiene and 
MEDICAL HYPNOTISM. Quarterly £2 2s. per Queen Square, W.C.1, and a remittance to cover Tropical Medicine by arrangement with the Institute 
anaum Orders to the publishers, 4, Victoria the fee enclosed. Only postal applications will be | Of Dermatology. The lectures will commence at 
Terrace, Hove, 3, Sussex ; considered (3702) 5.30 p.m. on Tuesday, January 7, 1958 The 
. course will end with a clinical demonstration at 
St. John’s Hospital on March 18. Numbers will 

Pos » ~ be strictly limited The fee is £3 & Further 
BRITisH STGRADUATE MEDICAL FEDERATION details and application forms are now availabie 
(UNIVERSITY OF LONDON) from the Registrar, London School of Hygiene and 
Tropical Medicine. Keppel Street, W.C.1. (3732) 


” 
THE SCIENTIFIC BASIS OF MEDICINE POSTAL COACHING FOR ALL MEDICAL 
1957— 1958 Examination successes 1943- 
NUARY RUAR 1958 1986: M.R.C.P.Lond.. 231; F.R.C.S_Eng., Primary, 
190: F.R.C.S.Eng., Final, 293: M. and D.Obst. 
The following lectures, which are designed especially for research workers and specialists in training R.C.OG.. 348; DA. 276: D.C.H., 198; Univer- 
will be delivered at The London School of Hygiene and Tropical Medicine, Keppel Street, W.C.1, on Tuesday | Sity and Conjoint Finals, 749 Up-to-date courses 
and Thursday afternoons at 5.30 p.m. during the second term of the session 1957-58. Admissien free without | for the M.D.Lond.. M.R.C.P.Edin.. F.R.C.S Edin., 
ticket DP.H. FFA. DPM. DO. DLO. 
D.T.M.&H Assistance with M.D. Thesis. 
. pectus, list of tutors, etc., on application to G 
JANUARY Oates, M.D... M.R.C.P(Lond.), University Exami- 
J nation Postal Institution, 17. Red Lion Square. 
Thurs. 9 Proressorn L. S. Penrosr, M.A., M.D., F.R.S. (Galton Biochemical Genetics and Medicine London, W.C.1. "Phone HOLborn 6313. 
Professor of Eugenics, University College, London) 
Tues. 14 Dr. L. E. GLYNN, B.8C., M.D., M.R.C.P. (Director of The Structure and Stability of Col- POSTGRADUATE STUDY.--Dipioma in Anacs- 
Pathology, Canadian Red Cross Memoria! Hos- lagen in Relation to Diseases of thetics ; Diploma in Psychological Medicine ; Dip- 
pital, Taplow) Connective Tissue loma in Ophthalmology: Diploma in Radiology ; 
Thurs. 16 Proressor G. Payuing Wrichr, F.a.c.P. (Sir Cell Regeneration and Pathological Diploma in_ Laryngology; Dipioma in Child 
William Dunn Professor of Pathology, Guy's Processes Health; F.R.C.S.Ed.. and all surgical Examina- 
Hospital Medical School) trons M.R.C.P.Lond., and ali Medical Exami- 
Tues. 2! Dr. L. H. Gray, m.a., PH.D. (Director, B.E.C.C. The Influence of Oxygen on the | nations, M.D. Thesis of ali Universities ; Courses 
Research Unit in Radiobiology, Mount Vernon Response of Cells and Tissues for all qualifying examinations. Compiete Guide 
Hospital) to lonizing Radiation to Medical Examinations sent free on application. 
Mr. A. F. Huxvey, w.A., .8.S. (Assistant Director of Excitation and Contraction § in Applicants should state in which qualification they 
Research in Physiology, University of Cambridge) Voluntary Muscle are interested. Address. Secretary, Medical Corre- 
Dr. J. A. PRasen ROBERTS, M.D., D.SC., F.R.C.P. Blood-Group Genetics spondence College, 19, Welbeck St.. London, W.1 
(M.R.C. Clinical Genetics Research Unit, Insti- 
tute of Child Health) 
Miss .a., (Lecturer, Depart- Physiology and Pharmacology of 
ment of Pharmacology, University of Oxford) Intestinal Smooth Muscle 


| 
4 Da. M. G. P. Stroker, (Huddersfield Lecturer, Growth of Viruses Parations, ctc which By in 
aa of Pathology, University of Cam- | earlier issues of the Journal. 
ridge) 
Dr. C. S. HALLPIKE, M.B., B.S., F.R.C.P., F.R.C.S., F.R.S. Remarks upon the Scientific Basis | 
(Director, M.R.C. Otological Research ‘Unit, of Otological Practice : > ‘ 
Nationa! Hospital, Queen Square) In dealing with written inquirics. capeci- 
Proresson J. M. YOrPEY, D.SC.,M.D., F.R.C.S. (Professor Some Problems of Lymphoid Tissue ally from overseas, correspondents are. 
of Anatomy, University of Bristcl) wherever possible, put in direct contact 
Proresson A. NEUBERGER, M.D., PH.D., F.R.S. (Professor Enzymes in Health and Disease with the advertisers in whose products they 
of Chemical Pathology, St. Mary’s Hospital are interested 
Medical School) Write > Advertisement Director. 
Dr. Paut Fourman, m.p., (Senior Lecturer Potassium Depletion British Medica! Journal. 
in Medicine, Welsh National School of Medicine) B.M.A. House 
Paoresson P. L. KRown, 8.M., 8.CH. (Nuffield Processes of Ageing in the Repro- ~ 
Senior Gerontological Research Fellow and Hon. ductive System Tavistock Square. 
Professor, University of Birmingham) London, W.C.1. 
Proresson C. H. F.R.C.P Adenoviruses and Respiratory Dis- 
(Sir George Franklin Professor of Medicine, case in Man —_——— Sanaa 
University of Sheffield) 
Prore sor G. W. A. Dick, D.sc., Poliomyelitis 
(?rofessor of Microbiology, The Queen's Univer- PHARMACISTS, DIETITIANS, 
sity of Belfast) DISPENSERS, NURSES, ETC. 
UNIVERSITY OF LONDON Qualified Disp (Hall). Excetient 
PosrGrRapuaTe Mepicat. Feperatron) references. Town and country experience. Secks 
INSTITUTE OF NEUROLOGY (QUEEN SOUARE) post, with doctors. Free now.—Box 1656, B.M_J. 


A Course of Lectures on 
“ NEUROLUSICAL ASPECTS OF GENERAL MEDICAL CONDITIONS * RECEPTIONISTS, SECRETARIES, 


will be given in the Lecture Theatre at ihe National Hospital, Queen Square, London, W.C.1, TY J c 
on Mondays at 5.30 p.m: on the foliowing dates: PISTS, ish << par ETC. 
VACA! 


Mon. Jan. Carcinoma and the Nervous Sysiem R. A. Henson 
i ae Pituitary, Adrenal and Rena! Disorders R. F. Ketry Medical Secretaries Agency invites 
Thyroid and Parathyroid Disorders P. K. Rosson from qualified Secretaries end S.R.N.s with secre- 
ae Hypergtycaemia, Hypoglycaemia, and Hyperpyrexia Dents WILLIAMS tarial qualifications for well-paid vacancies with 
Feb. : Anoxia, Acapnoea, Hydration and Dehydration JouN MARSHALL leading consultants.—67, Wigmore Street, W.1 
Liver Diseases B. G. Parsons-Suirn | HUNter 9951 
Toxic Action of Metals and Organic Compounds J. W. Atpren TuRNeR AVAILABLE 
Diseases due to Tissue Reaction Heten Dimspare Young Lady, ex-Pharmacy Student. recently re- 
Collagen Vascular Disease . Heten Diwspate turned from abroad, desires interesting work. 
a Nutritional Disorders Repvers IRoONsIDE Adaptable, can type Suggestions eagerly wel- 
Vascular Degenerations CHARLES SYMONDS comed.—Box 1657, B.MJ 
The fee for the ful! course will be three guineas, or for a single lecture 7s. 6d. Tickets may be obtained on By wy | Se oeaint 
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Accommodation now available for cider: 
Patienis only. Apply Medical Superintendent. 
HEIGHAM HALL, NORWICH 
Private Menta! Hospital. Individual treatment. 

Geriatric Unit 


Speci-' Accommodatic : icobotica. 
From 7 Apply Dr. J, A, Small. 


rapy. etc. A large Country Mansion with 
20 acres in Dr, Madeline R. 
Lockwood, esident ysician Perintendent, 
Tel. : Burnham 624. Station; Taplow. 


NORTHUMBERLAND HOUSE: 
Psychiatric Nursing Home, 235-7, Ballards Lane, 
N.3. -Tet ; FINchiey $283, Resident Med. Director, 
Dr. R. M. Riggall, Mem. Brit, Psycho-Anatyticaj 
Society. Deep insulin coms unit, psychotherapy, 
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THE PROBLEM 
To obtain high blood - 
levels of theophylline easily . . . For oral aminophylline therapy to be fully effective it 
is necessary to give a dose sufficient to produce high blood 
theophylline levels. However, because of gastric 
irritation vomiting often results. Alternative therapy with 
enteric coated tablets or suppositories is unreliable, 
and parenteral aminophylline is inconvenient. 
THE SOLUTION 
Oral ‘ Theodrox’ . The combination of dried aluminium hydroxide gel and 
aminophylline in “Theodrox’ ensures full therapeutic 
response with the minimum of gastric upset. Reproduceable 
blood levels comparable with those obtained from 


intramuscular injection can be obtained. 


THE RESULT 
A full Therapeutic 
response 


Recent work"? has shown that synthetic 
derivatives of theophylline are mostly unsatisfactory and 


REFERENCES 
* Brit. med. J. (1957) 2: 67 
* [bid., page 74 


all are more expensive. 


Each “Theodrox’ tablet contains 3 grains aminophylline 
and 4 grains dried aluminium hydroxide gel. 

*Theodrox’ is also available combined with } grain 
phenobarbitone where a degree of sedation is also required. 


ASTHMA:— two tablets, repeated in 2-3 hours if necessary to 
control paroxysm and dyspnea. For prophylaxis, one tablet 4 
times daily. 
; DIVRETIC:— two tablets initially, then one or two tablets three 
times daily. 
ANGINA PECTORIS:— four to cight tablets daily. In suitable 
cases “Theodrox’ with Phenobarbitone tablets can replace some 
or all of the “Theodrox’. 


PACKS:— Bottles of 25, 100 and 1,000 tablets. 


‘Theodrox’ (Brit. Pat. 72783!) is a RIKER LABOAATORIES LIMITED 


registered Trade Mark of LOUGHBOROUGH LEICS,. 


Com 


